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about Sound Conditioning 
in Hospitals 


mistake #1 THAT SOUND CONDITIONING IS EXPENSIVE... 


The fact is: In many new hospitals (and in new wings on 
existing hospitals) the cost of Acousti-Celotex sound 
conditioning hardly exceeds the cost of the usual surface 
that it replaces. And in all installations, the long 
term savings in fatigue of doctors and nurses. . . in patients’ 
comfort ...and in heightened efficiency of hospital 
personnel, justify many times over the cost of the 
acoustical treatment. 

mistake #2 THAT SOUND CONDITIONING IS DISTURBING TO INSTALL... 
The fact is: Hundreds of hospital installations have 
been completed by the distributors of Acousti-Celotex* 
products using special methods and equipment that make 
the job quick, clean, and quiet. Rubber-tired scaffolds, 
wall-to-wall drop cloths, and silently-driven screws instead 
of hammered nails, are a few of the devices that have 
stuffed our files with warm letters of appreciation 
from hospital directors. 


mistake #3 THAT SOUND CONDITIONING IS HARD TO MAINTAIN... 


The fact is: You can paint repeatedly the perforated tiles 
used in Acousti-Celotex sound conditioning . . . yet 
Acousti-Celotex will continue to blot up noise as thirstily 
as ever. These are some of the reasons why more 
hospitals have been sound conditioned with Acousti-Celotex 
products than with any other material. 

YOU ARE OFFERED, without cost or obligation, 

a complete analysis of the noise problem in your 


own hospital by a trained sound technician—your 
nearest distributor of Acousti-Celotex products. 


His judgment gives you the benefit of the accumulated skill 
of a quarter century in sound conditioning ...and 
experience in installing millions of square feet of 
Acousti-Celotex products. Write us today for the name of 
your nearest distributor in the United States or Canada. 


Sound conditioning is a sound investment. Metso as euehe, 


THE CELOTEX CORPORATION, CHICAGO 3, ILLINOIS 


TRADE MARK REG. U. S. PAT. OFF. 
TA, CZ ZLG Ciba Vttedd 


SOUND CONDITIONING PROBLEM 
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Antibiotic therapy is greatly simplified when C.S.C. Crystal- 


line Procaine Penicillin G in Peanut Oil with aluminum 
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monostearate is prescribed. A single 1 cc. injection (300,000 


units) produces therapeutic blood levels for 96 hours in over 


Ses see 


90% of patients, and for 48 hours in all patients. For certainty 
of therapy, this preparation need not be given, as a rule, 
more often than once every other day. 

Crystalline Procaine Penicillin G in Peanut Oil-C.S.C. 
contains 300,000 units of micronized procaine penicillin per 
cc., together with 2% aluminum monostearate for producing 
a thixotropic suspension. This outstanding penicillin prep- 
aration is free flowing and requires no refrigeration. It is 
indicated in the treatment of most infectious diseases ame- 
nable to penicillin therapy. 

Available at all pharmacies in economical 10 cc. size rub- 
ber-stoppered vials (300,000 units per cc.), and in 1 cc. size 
(300,000 units) glass cartridges for use in the C.S.C. Dis- 


posable and Permanent Syringes. 


96-HOUR 
CRYSTALLINE PROCAINE PENICILLIN G 


IN PEANUT OIL 
WITH 2% ALUMINUM MONOSTEARATE 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION - 17 EAST 42ND STREET, NEW YORK 17, NEW YORK 
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‘We hear that nurses love us!’ 















Yup! It’s love they say because we've eliminated two fussy 
details in the hospital flowers nurses handle. You see, almost 
all our 8,000 F. T. D. members deliver flowers already placed 
in containers, Too, these containers are already filled with 











chemically treated water that lasts as long as the flowers. 





Flowers-by-Wire definitely cheer patients! 





ee No doubt you've seen how lovely Flowers-by-Wire perk up patients’ 








spirits .. . make them think fondly of home and friends. Flowers are 





a good tool to aid in patients’ convalescence! 





FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION, 149 Michigan Avenue, Detroit 26, Michigan 
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Pospital Association and< Med Meetings 


American Hospital Association 51st Annual Convention—September 26-29, 1949; Cleveland. 
Mid-Year Conference of Presidents and Secretaries—February 4-5, 1949; Chicago (Drake Hotel). 
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Upper Midwest Hospital Conference—May 


REGIONAL MEETINGS 


Association of Western Hospitals—May 9- 
12; San Francisco (Civic Auditorium). 


Carolinas-Virginias Hospital Conference— 
April 21-22; Asheville, N.C. (George Vai- 
derbilt Hotel). 


Mid-West Hospital Association—April 26-28; 
Kansas City (Municipal Auditorium and 
Hotel President). 


Middle Atlantic Hospital Conference—May 
18-20; Atlantic City (Convention Hall). 


New England Hospital Assembly—March 28- 
30; Boston (Statler Hotel). 


Southeastern Hospitals Conference—April 
27-29; Biloxi, Miss. (Buena Vista Hotel). 


Tri-State Hospital Assembly—May 2-4; Chi- 


cago (Palmer House). 





Outstanding in adaptability 
to > Specific Requirements 





TUBE-TYPE 
FLOWMETER 
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THE 


PURITAN OXIFIER 


The Puritan Oxifier administers therapeutic 


gases simply, efficiently and 

according to prescribed in- 

halation...dry or adequately 

humidified, with positive 
control. Affords maxi- 
mum protection against 
excess moisture. Quality 
equipment, the Puritan 
Oxifier is built for long 
years of service. 


USE WITH EITHER CATHETER 
OR MASK AND BAG 





HUMIDIFIER 

























> Alf lony tamara 
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PURITAN COMPRESSED GAS CORPORATION 


ATLANTA 
NEW YORK 


BALTIMORE BOSTON 


DETROIT 


CHICAGO 
ST. LOUIS 


CINCINNATI DALLAS 


ST. PAUL KANSAS CITY 


“Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases 
and Gas Therapy Equipment 


PURITAN DEALERS IN MOST PRINCIPAL CITIES 








26-28; Minneapolis (Nicollet Hotel). 


STATE MEETINGS 

Arkansas—May 16-17; Little Rock (Marion 
Hotel). 

Arizona—February I1-12; Phoenix (Adams 
Hotel). 

lowa—April 22; Des Moines (Fort Des Moines 
Hotel). 

Kansas—November 3-4; Topeka (City Audi- 
torium). 

Kentucky—March 30-April 1; 
(Kentucky Hotel). 

Louisiana—April 15-16; Alexandria (Hotel 
Bentley). 

Massachusetts—March 28; Boston (Statler 
Hotel). 

Montana—October; Great Falls (Rainbow 
Hotel). 

Ohio—March 23-26; Columbus (Neil House). 

Ontario—October 3!-November 2; Toronto 
(Royal York Hotel). 

Texas—April 19-21; 
Hotel). 


Wisconsin—February 17; Milwaukee (Schroe- 
der Hotel). 


Louisville 


Galveston (Buccaneer 


OTHER MEETINGS 


American Association of Nurse Anesthetists 
—September 26-29; Cleveland. 


Annual Conference of Blue Cross-Blue Shield 
Plans—April 17-21; Hollywood, Fla. (Holly- 
wood Beach Hotel). 


American College of Hospital Administrators 
—September 24-25; Cleveland. 


American Medical Association Annual Ses- 
sion—June 6-10; Atlantic City. 


American Protestant Hospital Association— 
September 23-24; Cleveland. 


National Association of Methodist Hospitals 
and Homes — February 16-17; Chicago 
(Congress Hotel). 


INSTITUTES 


(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 


Institute for Nurse Anesthetists—February 
7-11; New York City (Hotel Commodore). 


Institute on Basic Accounting and Business 
Office Procedure — February 21-25; At- 
lanta (Piedmont Hotel). 

Institute on Hospital Dietetics—March 14-18; 
Biloxi, Miss. (Buena Vista Hotel). 

Institute for Medical Record Librarians— 
April 4-8; Buck Hill Falls, Pa. (Buck Hill 
Falls Inn). 

Institute for Hospital Engineers—April | 1-15; 
Buck Hill Falls, Pa. (Buck Hill Falls Inn). 
Institute on Hospital Purchasing—April 18- 
22; Washington, D. C. (Wardman Park 

Hotel). 
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“| want a spring that gives 
trouble-free service—and a 
spring that pleases doctors 
and nurses.” 


“| want a spring that brings 
my patients to the proper posi- 
tions for any medical or sur- 
gical treatment comfortably.” 


“| want a spring that saves 
my nurses’ time and energy; 
and keeps patients comfort- 
able under all circumstances.” 


Mabe raion tbh 


with a flexible center section! 


























It really was your idea—this practical, Simmons improved Deckert Multi- 
position Spring. It was designed only after Simmons consulted nurses, 
supervisors, doctors and administrators. 


You wanted a sturdy, easily maneuverable spring that would enable you 
to put a patient into a maximum number of positions for treatment or com- 
fort, with the least physical effort. So Simmons re-designed and improved 
the Deckert Multi-position Spring—added a flexible “wing” center section! 


Here is a spring unequalled for maneuverability, usefulness, simplicity of 
action, sturdy construction, long life, and patient comfort! 


Every new hospital should include the versatile Deckert Multi-position 
Spring in its budget. And, no established hospital should select new springs 
until administrators and the budget committee have seen this practical 
spring demonstrated. Why not buy for a lifetime of trouble-free service? 


See your nearest Simmons hospital supply dealer or write. 


SIMMONS COMPANY 


HOSPITAL BIVistae 





DISPLAY ROOMS: 
CHICAGO 54, MERCHANDISE MART + NEW YORK 16, ONE PARK AVENUE 
ATLANTA 1, 353 JONES AVENUE «+ SAN FRANCISCO 11, 295 BAY STREET 


WRITE FOR FREE DESCRIPTIVE FOLDER 
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OFFICERS of She American Hospital Association 





PRESIDENT 

Joseph G,. Norby, Columbia Hospital, Milwaukee 11, Wis. 

PRESIDENT-ELECT 

John N. Hatfield, 

FIRST VICE PRESIDENT 

Edwin L. Crosby, M.D., 

SECOND VICE PRESIDENT 

Mary C. Schabinger, R. N., DeEtte Harrison Detwiler Memorial 
Hospital, Wauseon, Ohio 

THIRD VICE PRESIDENT 

William P. Butler, San Jose Hospital, San Jose 14, Calif. 

TREASURER 

A. C. Bachmeyer, 


Pennsylvania Hospital, Philadelphia 7 


Johns Hopkins Hospital, Baltimore 5 


{.D., University of Chicago Clinics, Chicago 37 

BOARD OF TRUSTEES 

‘A. C. Bachmeyer, M.D., ex officio (treasurer) 

Guy J. Clark, Cleveland Hospital Council, Cleveland 15 

William L. Coffey, Milwaukee County Institutions, Wauwatosa, 
Wis. 

James A. Crabtree, M.D., 
Washington 25 

Graham L. Davis, ex officio (past president), W. K. Kellogg Foun- 
dation, Battle Creek, Mich. 

See N. Hatfield, ex officio (president-elect) 
. Rev. Msgr. John J. Healy, Catholic Hospitals, Diocese of 
Little Rock, Little Rock, Ark. 

Stuart K. Hummel, Silver Cross Hospital, Joliet. Il. 

Joseph G. Norby, ex officio (president) 

F. Ross Porter, Duke Hospital, Durham, N. C. 

Mildred Riese, R.N., Children’s Hospital, Detroit 2 

Anthony J. J. Rourke, M.D., Stanford University Hospitals, San 
Francisco 15 

Charles F. Wilinsky, M.D., Beth Israel Hospital, Boston 15 


COMMITTEE ON COORDINATION OF ACTIVITIES 

Joseph G. Norby, chairman 

E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 

Robin C. Buerki, M.D., University of Pennsylvania, Philadel- 
hia 

FE lates Colman, Maryland Hospital Service, Baltimore 2 

John H. Hayes, Lenox Hill Hospital, New York City 21 

Florence King, Jewish Hospital, St. Louis 10 

Harold C. Lueth, M.D., University of Nebraska Hospital, 
Omaha 5 

Fred A. McNamara, Executive Office of the President, Bureau 
of the Budget, Washington 25 

Jacque B. Norman, Greenville General Hospital, Greenville, S. C. 

Sister Mary Reginald, R.N., Mount Mercy Hospital and Sani- 
tarium, Dyer, Ind. 

Donald C. Smelzer, M.D., Hospital Planning Agency—Citizens’ 
Conference, Philadelphia 44 


COUNCIL ON ADMINISTRATIVE PRACTICE 
Sister Mary Reginald, R.N., chairman 
Lawrence J. Bradley, Genesee Hospital, Rochester 7, N. ¥ 
Ray E. Brown, University of Chicago Clinics, Chicago 37 
Ritz E. Heerman, California Hospital, Los Angeles 15 
J. Milo Anderson, Methodist Hospital, Gary, Ind. 
Harold M. Coon, M.D., State of Wisconsin General Hospital, 
Madison 6 
Kenneth Williamson, secretary, 18 East Division Street, Chicago 10 
COUNCIL ON PROFESSIONAL PRACTICE 
Robin C. Buerki, M.D., chairman 
Herbert M. Wortman, M.D., Mountainside Hospital, Montclair, 
M4. 
Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 
Harold C. Mickey, Duke Hospital, Durham, N.C. 
Roger W. DeBusk, M.D., Evanston, II]. 
Sister Loretto Bernard, St. Vincent’s Hospital, New York City 11 
Charles T. Dolezal, M.D., secretary, 18 East Division Street, 
Chicago 10 


COUNCIL ON HOSPITAL PLANNING AND 
PLANT OPERATION 

Jacque B. Norman, chairman 
J. J. Golub, M.D., Hospital for Joint Diseases, a York City 35 
George H. Buck, Mercer Hospital, Trenton 8, 
Vane M. Hoge, M.D., U. S. Public Health -wheriag Washington 25 
I. E. Behrman, Newark Beth Israel a Newark 8, N. J. 
N. E. Hanshus, Luther Hospital, Eau Claire, Wis. 
Roy Hudenburg, secretary, 18 East Division Street, Chicago 10 


COUNCIL ON PUBLIC RELATIONS 
Florence King, chairman 
R. F. Whitaker, Emory University (Ga.) Hospital 
Arthur J. Will, County of Los Angeles Department of Charities, 
Los Angeles 33 
Marshall I. Pickens, Duke Endowment, Charlotte, N. C. 
John V. Connorton, Ph.D., Greater New York Hospital Associa- 
tion, New York City 5 
ar W. Stephan, University of Minnesota, Minneapolis 14 
C. J. Foley, secretary, 18 East Division Street, Chicago 10 


National Security Resources Board, 


- Rev. Edmund J. Goebel, Department of Education, 





COUNCIL ON GOVERNMENT RELATIONS 


John H. Hayes, chairman 

Rt. Rev. Msgr. Maurice F. Griffin, St. Philomena’s Church, Cleve- 
land 12 

Carl P. Wright, General Hospital of Syracuse, Syracuse 5, N. Y. 

W. E. Arnold, St. Luke’s Hospital, Jacksonville 6, Fla. 

W. P. Earngey Jr., Norfolk General Hospital, Norfolk 7, Va. 

Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 

Albert V. Whitehall, secretary, Washington Service Bureau, 1834 

K Street N. W., Washington 6 


COUNCIL ON ASSOCIATION RELATIONS 

Fred A. McNamara, chairman 

Archdiocese 
of Milwaukee, Milwaukee 12 

T. H. Haynes, Knoxville General Hospital, Knoxville 17, Tenn. 

B. Tol Terrell, Shannon West Texas Memorial Hospital, San 
Angelo, Texas 

Harvey Agnew, M.D., Canadian Hospital Council, Toronto 5 

G. Otis Whitecotton, M.D., Alameda County Institutions, Oak- 
land 6, Calif, 

C, J. Foley, secretary, 18 East Division Street, Chicago 10 


COUNCIL ON INTERNATIONAL RELATIONS 

Donald C. Smelzer, M.D., chairman 

Howard E. Bishop, Robert Packer Hospital, Sayre, Pa. 

J. Russell Clark, Brooklyn Hospital, Brooklyn 1, N. Y. 

George U. Wood, Peralta Hospital, Oakland 9, Calif. 

Rev. Donald A. McGowan, National Catholic Welfare Confer- 
ence, Washington 5 

Edgar C. Hayhow, Ph.D., East Orange General Hospital, East 
Orange, N. J. 

Dallas G. Sutton, M.D., secretary, Washington Service Bureau, 
1834 K. Street N. W., Washington 6 


COUNCIL ON EDUCATION 

Harold C. Lueth, M.D., chairman 

Edwin L. Crosby, M.D., Johns Hopkins Hospital, Baltimore 5 
James A. Hamilton, University of Minnesota, Minneapolis 14 
Robert H. Bishop Jr., M.D., Western Reserve University School 

of Medicine, Cleveland 6 

J. Gilbert Turner, M.D., Royal Victoria Hospital, Montreal, Que. 
Gerhard Hartman, Ph.D., University Hospitals, Iowa City, Iowa 
Helen V. Pruitt, secretary, 18 East Division Street, Chicago 10 


COUNCIL ON PREPAYMENT PLANS AND HOSPITAL 
REIMBURSEMENT 

E. Dwight Barnett, M.D., chairman 

O. G. Pratt, Rhode Island Hospital, Providence 2 

Lawrence R. Payne, Baylor University Hospital, Dallas 1, Texas 

Charles G. Roswell, United Hospital Fund, New York City 17 

E. I. Erickson, Augustana Hospital, Chicago 14 

Rt. Rev. Msgr. George Lewis Smith, Catholic an Diocese 
of Charleston, Aiken, S. C. 

Maurice J. Norby, secretary, 18 East Division Street, Chicago 10 


BLUE CROSS COMMISSION 

J. Douglas Colman, chairman 

Louis H. Pink, vice chairman, Associated Hospital Service of 
New York, New York 17 

Abraham Oseroff, treasurer, Hospital Service Association of Pitts- 
burgh, Pittsburgh 22 

E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 

u Campbell Butler, Group Hospital Service, Inc., Syracuse 2 
. Kenneth Helsby, Group Hospital Service, Inc., Kansas City 
6, Mo. 

F. P. G. Lattner, Hospital Service, Inc., of Iowa, Des Moines 7 

E. P. Lichty, Blue Cross Plan for Hospital Care, Chicago go 

Basil C. MacLean, M.D., Strong Memorial Hospital, Rochester 7, 
N.Y. 


E. Duncan — Quebec Hospital Service Association, Mon- 


treal, 
Richard O. Rackte, Hospital Service, Inc., of Stark County, Can- 
ton 2, Ohio 


O. G. Pratt, Rhode Island Hospital, Providence 2 

Stanley H. Saunders, Hospital Service Corporation of Rhode 
Island, Providence 3 

H. A. Schroder, Florida Hospital Service Corporation, Jackson- 
ville 1 

Ralph G. Walker, Hospital Service of Southern California, Los 
Angeles 5 

Paul R. Hawley, M.D., 
Street, Chicago 10 

Richard M. Jones, director, 18 East Division Street, Chicago 10 


EXECUTIVE STAFF, 18 EAST DIVISION STREET, CHICAGO 10 
George Bugbee, executive director 

Charles T. Dolezal, M.D., assistant director 

Maurice J. Norby, assistant director 

Kenneth Williamson, assistant director 

John M. Storm, editor 


chief executive officer, 18 East Division 
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PROBLEM: Expanded facilities demanded in- 
creased laundering capacity. Household-type 
laundry equipment previously used had 
proved inadequate, undependable. 

SOLUTION: Hospital requested services of our 
Laundry Advisor. He analyzed linen require- 
ments, surveyed available space, then sub- 
mitted recommendations and a suggested 
laundry layout. Hospital installed modern, 
cost-reducing equipment shown here. 

RESULTS: Faster laundering provides an abun- 
dant, uninterrupted flow of sterile-clean linens 
to all departments. Linens and uniforms are 
more attractively laundered. High-speed 
equipment cut laundering costs to minimum. 


om rilncasnetcieti: 


In modernized laundry department are NORWOOD Hospitals, large or small, can obtain the 
CASCADE Washer, American Extractor (for remov- services of our Laundry Advisor. No cost or ob- 


ing excess water from washed work), and 2 eae 
ZONE-AIR Drying Tumblers. ligation. WRITE TODAY. 





Uniforms for -nurses, doctors, attendants, 
waitresses, also staff's personal apparel 
are ironed on this 1-Operator Press Unit. 


REMEMBER ... 
Your hospital will benefit by selecting from Ameri- Every Department of 
can's complete line of most advanced and pro- the Hospital Depends 
ductive hospital laundry equipment. on the Laundry. 


Linens are beautifully ironed on American 
RETRON Flatwork Ironer. 


THE AMERICAN LAUNDRY MACHINERY COMPANY CINCINNATI 12, OHIO 
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N MY DECEMBER column, I re- 

ferred briefly to my attendance 
at the Maryland-District of Colum- 
bia meeting. I want to say more 
about that because I caught one 
interesting thought that set me 
back on my heels. 

Ace Hockett told the assembly 
how he had surveyed his organiza- 
tion and revamped it into a more 
efficient machine by dropping the 
inefficient members and replacing 
them with more efficient people. I 
seem to recall that he said he had 
reduced the number by about 25 
per cent and had saved 12 per cent 
on payroll. That could mean only 
that he let his inefficient help go, 


our President Foports 


and replaced them with higher 
priced but more effective people. 
That all seems very common- 
place, does it not? But I wonder if 
most of us have not bogged down 
with a lot of the inefficiency which 
was forced on us by war necessity, 
and which we have come to re- 
gard as a permanent condition. 


xk 


The assembly quizzed Ace pretty 
thoroughly, but he stood his ground 
in good shape. It might be a good 
thing to look into. Most of us are 
discovering that there are more 
people available now than there 
were a few months ago. The quality 
looks better, too. Vanishing bal- 
ances, higher costs and related con- 
ditions might justify a careful look 
into the Hockett system. 











portant committee work. 


initiate programs. 


be commensurate. 


est confidence. 
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A Star Is Needed 


for one of the most, important 
nursing positions in the country 


Once in a blue moon there’s an 
opportunity like this. 

The career woman needed will be 
a director’s director. She will coordinate a multiplicity of 
hospital and nursing school activities. 

She must possess the charm and poise of the natural 
leader. Her domain will include public relations and im- 


In addition, she has to be able to talk . . . to evaluate and 


It’s a large order, but we feel that such a woman is already 
prepared and waiting for this opportunity. Her salary will 


Call or wire us immediately. All negotiations are in strict- 


BURNEICE LARSON, Director 
THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 
CHICAGO .. 


ILLINOIS 








Hospitals, by and large, through- 
out the country will be greatly con- 
cerned about the course that social 
legislation will take during the 
next few years. Much of the recent 
campaign centered around the sub- 
ject, and politicians did not hesi- 
tate to make large and generous 
promises. Some legislation is bound 
to result. ; : 

- The American Hospital Associa- 
tion already is committed to sup- 





port legislation providing for the 
inclusion of nonprofit institutions'* | 


in the old age and survivors insur- 
ance program. Such a law came 
very near passing in the last ses- 
sion of Congress. The new Congress 
undoubtedly will pass the bill in 
some form. 

Most hospitals will welcome the 
passage of such a law, both from 
the point of view of its social im- 
plications, as well as the fact that 
it places the hospital on a better 
competitive basis for securing and 
holding its employees. 

More important and far-reach- 
ing is the possibility of the intro- 
duction and passage of compulsory 
health insurance. This type of law, 
if passed, would completely modify 
the system of medical.practice and 
hospital care that now prevails in 
the United States. In the end it 
would make us all pawns of a pa- 
ternalistic government, dispensing 
an expensive service of doubtful 
quality. 

x* 


The response to my ~letter of 
October 21, suggesting support for 
a national publicity program was 
not sufficiently large to warrant 
our undertaking the program that 
had been contemplated. _ 

Those of us who promoted the 
idea felt that the success of the na- 
tional campaign for nurse recruit- 
ment justified our launching a gen- 
eral campaign of education accord- 
ing to the same plan. That cam- 
paign brought us an increase of 
33 per cent over 1946. Compared 
to a relatively small sum contribu- 
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Seonpolifeedt 


VISIBLE 
INVENTORY 
RECORDS 
PROVIDE 





orders, prices, deliveries and current rameep, os su 
can make intelligent, economical buying decisions. Als s 


BALANCED INVENTORIES of hospital sup 
able storage space by avoiding overstocks . . . elir © 
shoceages by automatic reordering, Process with the: “ 





- ing of purchase orders is superseded by a unique ws mss 


sition procedure. 


DECREASED INVESTMENT i in inventory. With the close 





provided by Kardex Stock Record Systems, you materially reduce ot 
: the amount of operating capital tied up in unnecessary overstocks —_ 
++. Save money, too, by more efficient purchasing, re 


REDUCED CLERICAL WORK. Greater speed of operation of Kardex 


visible records — proved again and again in hospitals and medical — 


institutions similar to yours — means tower clecical's costs. . sfrees 


peer nee Sore 


Hospital administrators face substan- 
tially the same problems in the efficient 
management of inventories as do man- 
ufacturers and distributors of mer- 
chandise. This booklet, How to Get 
Profits from Inventories — 24 pages 
of vitally important information on 
scientific inventory control, is available 
to YOU—ABSOLUTELY FREE. In 
it you'll find analyses and illustrations 
of the principles which are saving 





countless business organizations thou- 
sands of dollars each year — princi- 
ples that will help you achieve greater 
economy in administration. Send for 
it today: write Systems Division, 315 
Fourth Avenue, New York 10, N. Y. 


Copyright 1948, by Remington Rand Inc. 




















BETTER THAN 
CULTURES 


Diack Controls provide a 
better check on sterility of 
your autoclaved goods 

than cultures. 

















Safer—B. Subtilis is destroyed far 
below melting conditions re- 
quired for Diacks. 

















Time-saving—a wait of one to ten 
days incubation with cultures. 
No wait with Diacks 

















Economical—cultures are costly in 
time consumed alone. Diack's 
cost is comparatively 

lower. 

















Checks Autoclave before next load 
—you may under-sterilize several 
loads before previous culture indi- 
cates a faulty autoclave. An un- 
melted Diack will check it before 
the next load. 


anak Contut, 


ROYAL OAK, MICHIGAN 








1847 NORTH .AAIN STREET 














ted by the hospitals, American bus- 
iness and the advertising industry 
contributed an estimated $25,000,- 
000 in time and advertising space. 
The support was really amazing 
and the results were satisfactory. 

No doubt many administrators 
will be interested in promoting 
their own local publicity. Certain- 
ly it is important that we do a 
vigorous job just now. The Associa- 
tion will lend a hand. At any rate 
we must get busy and tell our peo- 
ple more about our hospitals. 


kk & 


There seems to be something 
radically wrong with the system of 
distributing the available interns 
to hospitals desiring to participate 
in this kind of an educational effort. 
Judging from the tone of the letters 
that have come to my desk and the 
expressions I have heard, many dis- 
approve of the system that has been 
in effect during the last two years. 

As nearly as I can judge from a 
rather narrow sampling, conditions 
that prevailed prior to the accept- 
ance of the present system have 
worsened rather than improved. 
Some of the letters I have received 
are caustic, not to say nasty in what 
they relate. Perhaps this is another 
evidence of control producing a 
black market. 

Here are a few of the construc- 
tive thoughts that have been sug- 
gested: 

“The formula under which we 
are operating does not give the free 
choice that was contemplated.”’ 

“Reciprocity agreements among 
medical schools require the stu- 
dents to go where assigned.” 

“Large public hospitals are being 
oversupplied while other hospitals 
are being left entirely unsupplied.”’ 

‘Some strictly dishonest prac- 
tices have been applied, but this 
condition is spotty and not at all 
general.” 

There are a lot of other things 
said, but the above are a sampling 
of the most restrained of the offer- 
ing that has come to me. I am of 
the opinion that there is justifica- 
tion for the discontent and that a 
rethinking of the whole matter is, 
indicated. 

Whether any program for the ap- 
pointment of interns would be ac- 
ceptable is a question. This program 
has been aimed to bring about a 
more orderly “pledging” of interns 


so that medical students will not be 
diverted from their studies during 
the four years worrying about ap- 
pointment. 

The system never assured meet- 
ing hospital needs for interns. Cur- 
rently there are about twice as 
many internships than there are 
graduates to fill them. This yea 
was particularly bad because ther 
were so few graduates. This can be 
charged in part to the confusion in 
regard to the deferment of medical 
school applicants during the latter 
years of World War II. 

xk * 

The Coordinating Committee and 
Board of Trustees met on Decem- 
ber 10 and 11 in Chicago. They 
urged the Council on Professional 
Practice to study the uniform plan 
for intern appointment. Further, 
the national Blue-Cress Association 
was given final approval. Many 
other important issues were dis- 
cussed. The year 1949 gives prom- 
ise of much action in the hospital 
and health fields. The final result 
must be better care for all the 
people and we must work toward 
that objective in a constructive 


manner. 
x kek 


The New Year will have been 
ushered in with due pomp and 
ceremony by the time this issue of 
HOSPITALS arrives. All our resolu- 
tions will have been made and our 
sights set for the year that lies 
ahead. As for myself, I look back 
over the last 12 months and see a 
multitude of things to be thankful 
for: A host of friends who have 
been generous and kind, and many 
opportunities to render se;vice 
where service was needed. 

There are problems in the off- 
ing, but that is challenging. Our 
obligation in the year that is just 
emerging will be to apply to our 
task greater intelligence, increased 
good will and intensified effort to 
the end that our hospitals may 
render service in full harmony with 
the ideals of the past and the de- 
mands of the present. # 

My sincere good wishes for a 
useful and Happy New Year. 


Poy 
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With the mounting demands for- 
surgical solutions, whole blood and 
plasma, progressive hospital plan- | 
ning considers the economic impor- 
tance of the FLUIDS PRODUC- 
TION SUPPLY—a vital, central- 
ized service embracing facilities for 
processing requirements independ- 
ent of outside sources of supply. 


FENWAL EQUIPMENT 


not only offers unprecedented safety and economy in the preparation, steril- 
ization, storage and administration of Sterile Solutions . . . a major part of 
its component elements are actually essential to the blood bank facility 


as well. 


Nationwide hospital experiences substantiate the consistent degree of accu- 
racy and safety attainable by any properly trained attendant . . . far less 
difficult than that of collecting blood and producing plasma. Hospitals, 
large or small, can benefit by this timely installation . . . only negligible 


Heaoauarters FOR SCIENTIFIC 
GLASS BLOWING, LABORATORY 


AND CLINICAL RESEARCH AP- 
PARATUS REAGENT CHEMICALS 





space is required. 


243 Broadway 


ORDER TODAY or write for further information 


MACALASTER BICKNELL COMPANY 





PRODUCTION SUPPLY 




























Cambridge 39, Massachusetts 
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Birth Certific 


Do it righ?) 


as a speat courtesy Dou your 
hospital, send ie mother 
home with “@-bequtii Hollister 
Birth Certificate ingeribed with the 
name and picture of your hospital. 


Here is one of those small atten- 
tions that adds immensely to the 
cumulative good will of your hos- 
pital . . . and it lasts a lifetime. 


Begin now to develop a loyal 
“alumni group” among the infants 
born in your hospital. 


Write for this portfolio giving full in- 
formation on Hollister Birth Certificate 

Service... and for 
samples of the 
many styles of Hol- 
lister Certificates 
used byleadinghos- 


pitals nationwide, 


Frail C Hollister 


833 North Orleans St. 
CHICAGO 10 
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()pinions 





HE PROBLEM OF WHAT and how 

much discipline to impose on 
employees for major infractions of 
rules must be faced at some time 
by all administrators. Two courses 
are open in most cases: Suspension 
or dismissal. 

For the Opinions department this 
month, four persons answer the 
= What specific acts auto- 

tically bring suspension or*dis- 
sal to the offending employee? 


Sy ee the discussions, one person, 


“Whio is in charge, of personnel at 
 atcounty institution’ staffed entire- 
“ly by civil service employees, re= 
ports a formal plan fer suspension 
and dismissal in cases of. major and 
minor infractions. The other con- 
tributors generally agree that the 
punishment should ‘be tailored to 
fit the misdemeanor. These persons 


do not advocate suspension in most ~ 


cases but give specific examples of 
employees’ acts which should lead 
to immediate dismissal. 


(FLEXIBLE RULES 
ARE HARMFUL 


THE TREND IN administration and 
personnel i$:away from rules and 
regulations. Establishment of de- 
failed regulations removes a bur- 
den from:the administrator by 
eliminating the necessity for ad- 
ministrative policy interpretation 
in individual instances. Experience 
in the field of human relations 
shows, however, that arbitrary and 
inflexible regulations often are 
more harmful than beneficial. This 
would be particularly true if regu- 
lations inflexibly result in em- 
ployee discharges on the basis of 
prima facie evidence. 

The State University of Iowa 
Hospitals has no written code of 
rules and regulations listing em- 
ployee actions that result in dis- 
charge or suspension. Hospital 
policy provides for employee dis- 
charge in proved cases of intoxica- 
tion, unauthorized use of narcotics 
and conduct detrimental to the 
safety and welfare of patients, per- 
sonnel and the public. 

Each situation resulting in term- 
ination of employment is reviewed 
individually by the department 
head and the administration. Every 
discharged employee is told the 
essential facts and given a fair 


ON MAJOR EMPLOYEE DISCIPLINE 





hearing. An understanding of the 
cause for termination of service is 
recorded. 

Such a policy is believed to bring 
mutual benefits to employees and 
management. The employee knows 
that he never will be discharged 
because of an arbitrary ruling. The 
administration is given the author- 
ity to recognize individual differ- 
ences and is not bound by a rule 
book to which it must adhere 
merely in the interest of consist- 
ency and perhaps at the expense of 
losing a valuable worker.—GER- 
HARD HARTMAN, PH.D., superin- 
tendent, State University of Iowa 
Hospitals, Iowa City. 


PRIDE IN SERVICE MEANS 
MORE THAN DISCIPLINE 


OuR POLICY governing major 
employee discipline covers 2,800 
professional and nonprofessional 
employees in general and special 
hospitals and institutions. All em- 
ployees have civil service status. 

Employees guilty of infractions 
of civil service or the institutions’ 
rules may be disciplined by sus- 
pensions ranging from one to 21 
days without a formal civil service 
hearing. Suspensions for short 
periods are used to discipline em- 
ployees guilty of such offenses as 
insubordination, eating patients’ 
food, being intoxicated while on 
duty, using profane language or 
leaving the job without a proper 
report to the supervisor. 

Suspensions are given only after 
all the facts are presented to the 
superintendent and the employee 
has had an opportunity to discuss 
the situation with his department 
head and the superintendent. The 
first suspension almost always 
would be for a short period of three 
to five days. A second offense 
would be recognized by doubling 
the period of the first suspension. 
A third infraction undoubtedly 
would result in dismissal from the 
service after a 21-day suspension. 
We believe that if an employee 
cannot adjust to our system after 
having been given every oppor- 
tunity to understand the rules and 
regulations, we cannot keep him in 
the service. 

Dismissals without any prelim- 
inary suspensions are made in 
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and drying of instruments by 
single operation 


OPERATING SIMPLICITY 
The complete operational cycle is controlled 
by moving a single Control Handle to con- 
secutive positions on the operating panel. 
The Unit accommodates two conventional 
rectangular instrument trays which permit 
instruments to be arranged in neat group- 
ing on a horizontal plane. 


SURGITOL 

The new anti-corrosive all liquid detergent 
compounded for this specific application. It 
cleans instruments and returns them bright, 
sterile and LUBRICATED by the residual 
monomolecular film of negligible concen- 
tration (1 ounce or less per cycle). 


THE LAST WORD IN ENGINEERING DESIGN 

The elevating mechanism serves to lower 
trays into water bath and return them to 
door level. A condenser for exhaust steam 
is supplied as standard equipment eliminat- 
ing extensive exhaust piping when ma- 
chine is installed. Cabinet of readily re- 
movable panels provides immediate accessi- 
bility without need to remove screws or 
bolts. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


This new, horizontal type 


PRESSURE INSTRUMENT 
WASHER- STERILIZER 


facilitates the washing, sterilizing 
























RECESSED 
OR CABINET 
TYPES AVAILABLE 








Operates by 
steam heat only 














INCORPORATES AN IMPROVED SAFETY DOOR 
Its unique design deflects any escaping 
vapor to a vertical plane thus protecting 
operator at all times. 


Instruments processed in this machine are 
assured of longer life and greater depend- 
ability because of fewer manipulations by 
human. hands. 


We invite your request for 
detailed specifications 


























Unless she has a long memory, she 
probably doesn’t realize it — but I 
owe a big debt to the head nurse in 
one of my hospitals. The story goes 
like this: 


One hot afternoon last summer 
I was demonstrating the Cutter Saf- 
tiflask set-up to her—how easy it is 
to strip off the metal Safticap, re- 
move the vacuum-sealed inner liner, 
and attach our expendable infusion 
set. Then, over a coke, we fell to 
discussing other steps in I.V. tech- 
nic—such as starting the infusion, 
checking the rate of flow, and mak- 
ing sure the needle stays in the vein. 


When I was leaving, she said: 
“Have you any pictures illustrating 
all these other steps we've just 
talked about? I’d like to show them 
to our student nurses. I’m sure I’ll 
do a better job of explaining ...and 
save a lot of words and time... if 
I can show close-ups of these steps, 
not just talk about them.” 


You can be sure I gave her all 
the photos in my briefcase — and 
that night I wrote my brass hats 
at the Lab about that conversation. 
They picked up the ball, and it 
wasn’t long till they’d wrapped up 
the idea in a brand-new I.V. strip- 
film. 


Man, that film’s a honey. The 
photos were all taken in one of the 
best, most modern hospitals. Every 
step in recommended I.V. procedure 
is shown — from the moment the 
Saftiflask solution is removed from 
ceniral supply to fill the doctor’s 
order till the infusion is completed. 


Now, I’ve got something tops to 
show you and any interested groups 
—anytime you say. Or, if you pre- 
fer, just write Cutter in Berkeley 
and a print will be sent you direct. 
I’m sure you’ll like the film as well 
as I do. Already, in several hospitals 
where I’ve shown it, it’s been made 
an important part of the regular 
training program. 


yuh 


(Cutter Detail Man) 


CUTTER LABORATORIES + BERKELEY 10, CALIF. 
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cases of offenses which result in 
the neglect or abuse of patients or 
in cases of the appropriation of a 
patient’s or the county’s property. 
Offenses of this type cannot be 
condoned. 

During the past six years, we 
have had to dismiss only 20 em- 
ployees. The total number of sus- 
pensions for this period was ap- 
proximately 183. 

Suspensions can be kept to a 
minimum if employees are 
thoroughly oriented to the service. 
We issue a handbook which con- 
tains simple and specific informa- 
tion about rules and regulations. 
We conduct training classes. We 
try to develop pride in the service 
among our entire staff. If we suc- 
ceed, suspensions or discharges 
rarely will be needed to maintain 
the desired standard of perform- 
ance.—ELIZABETH S. KLETZSCH, per- 
sonnel director, Milwaukee County 
Institutions and Departments, Wau- 
watosa, Wis. 


TWO ACTIONS MAY BRING 
AUTOMATIC DISMISSAL 


THERE ARE SEVEN ASPECTS of 
work conduct which are important 
to employee discipline. They are: 
Reporting for work, doing a fair 
day’s work, respecting the author- 
ity and prestige of supervisors, 
obeying reasonable orders, carry- 
ing out job assignments, cooperat- 
ing with others, and personal con- 
duct in a reasonable, orderly and 
law-abiding manner. 

It probably is safe to say that 
any flagrant and repeated disre- 
gard of any of these items would 
justify thorough investigation. The 
probable result. would be separa- 
tion of the employee. 

It seems questionable whether 
top management ever should state 
formally what specific acts auto- 
matically bring suspension or dis- 
missal. A negative approach to the 
problem of discipline is undesir- 
able. In addition, any listing of the 
obvious problems — constant late- 
ness or absence, incompetence or 
laziness, rank insubordination, 
stealing or other types of dishon- 
esty—is not good practice. 

The exceptions that are bound to 
occur with any fixed specific plan 
of discipline are equally important. 
Almost any infraction of rules can 
be handled individually, with dis- 
cipline depending on the particu- 
lar circumstances. Emphasis should 
be placed on such factors as length 
of service, type of position, rela- 
tions with others (especially super- 
visors) and other intangibles. 


Warnings often will replace the 
automatic dismissal. These excep- 
tions, however, may have a bad 
effect on the attitude and morale of 
other employees. 

There are two actions on the 
part of employees that are cause 
for automatic suspension or dis- 
missal. These are unquestioned 
and repeated insubordination, and 
either proved or suspected repeated 
theft. A third cause—immorality 
—might be added, but this is not 
always easy to prove. 

It probably is more to the point 
for management to concentrate its 
efforts on preventive rather than 
punitive methods. It might be 
added also that any disciplinary 
problem may indicate a weakness 
of supervision unless the employee 
involved is emotionally or mentally 
disturbed.—Dr. H. M. WorTMAN, 
director, Mountainside Hospital, 
Montclair, N. J. 


BASIC REGULATIONS 
SHOULD BE LISTED 


HANDLING EMPLOYEE DISCIPLINE 
involves a situation that requires 
the utmost in tact, firmness and 
impartial judgment by the admin- 
istration. It is essential that basic 
rules and fundamental policies be 
reduced to writing and be under- 
stood by all major employees. If 
the infraction is serious enough to 
warrant specific action, there is no 
place in the organization for that 
employee and dismissal is inevita- 
ble. Suspension of these people is 
inadvisable in any circumstances. 

It would seem impossible to con- 
sider suspension in the cases of 
employees in the lower ranks for 
several reasons. They are not 
major policymakers themselves. 
There also may be a need to in- 
vestigate the circumstances. 

In the case of major or top em- 
ployees, investigation must come 
first. When the basic facts are at 
hand, a clearcut decision must be 
made and action taken. A period of 
suspension would serve only to 
undermine and shake the confi- 
dence of the whole organization. 

The most common major cause 
of dismissal is a serious failure to 


follow the policies of the hospital. 


as set by the board of trustees 
and top management. Key em- 
ployees must realize their respon- 
sibility to set the example and to 
win the respect of the entire or- 
ganization. Their role of leadership 
is important in setting the stand- 
ards and maintaining the morale 
of the whole hospital—Mrs. JOHN 
HULTENG, director of personnel, 
Rhode Island Hospital, Providence. 
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For a new look at your 


LAUNDRY 


Is increased laundry output per square foot 
worth the investment of a few moments of 
your time? In the case of hundreds of hos- 
pital officials, this selfsame proposition al- 
ready has helped to save floor space, save 
time and labor, save linen, fuel and supplies. 


Without obligation to you, a Hoffman Laun- 
dry Engineer will survey your entire laundry 
operation. To discover how you can obtain 
abundant linen supplies at lowest cost per 
patient day, he will analyze your costs, sur- 
vey your linen requirements and suggest 
linen control systems. Furthermore, he will 
furnish efficient new laundry layouts and 
recommend new equipment to help you at- 
tain adequate, balanced production at over- 
all low cost. 


You may be sure that your Hoffman Laund- 
dry survey is complete, detailed, authoritative. 
It is backed by Hoffman’s long-time experi- 


of every type to achieve new records of suc- 
cessful laundry operation. For that new or 
modernized laundry you’re planning, ask 
for this valuable survey service now — with- 
out obligation. 


HOFFMAN “SHELL-LESS” WASHERS 


Process linen every minute — washing and rinsing are 
continuous. Spent solutions are flushed without drop- 
ping the liquid level. Thus, big savings in production 
time and labor — also, avoids ‘‘filtering out’’. 38, 44 
and 48-inch cylinder diameters. 


ence in assisting large and small institutions 
MAC Hi WE Hy 
CORPOGRAT I Os 


U. S. HOFFMAN 111 Fourth Ave., NewYork 3, N.Y. 


INSTITUTIONAL LAUNDRY DIVISION * BRANCHES IN ALL PRINCIPAL CITIES 
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ADVERTISING ETHICS 


At a meeting of the hospital's public re- 
lations committee, a question was raised 
about ethical advertising. Is any news about 
the hospital considered ethical for publica- 
tion purposes, either as a news story or as a 
paid advertisement? 

Advertising should be considered 
on the basis of what it will ac- 
complish. If the hospital can do a 
better job in caring for the sick 
and providing better service to the 
community through advertising, 
it should be used. 

Hospitals have to be careful not 
to get into the competitive adver- 
tising area. No hospital should give 
the public the idea that it provides 
“the best” or “‘better’’ service and 
care. Paid space probably can be 
used best through cooperation in 
programs of mutual interest such 
as the nurse recruitment campaigns 
or the annual National Hospital 
Day publicity. 

Both news and feature stories al- 
ways carry the information that 
the hospital would like to get across 
to the community. On the other 
hand, paid advertising space per- 
mits the hospital (or any organiza- 
tion) to tell its story in the manner 
it desires. The argument that paid 
space eliminates news coverage 
certainly is false. Whenever some- 
thing happens that is news—re- 
gardless of whether the organiza- 
tion uses advertising—it will be 
published by the press.—GEORGE 
BUGBEE. 


VARNISH REMOVAL 


What is the best way to remove old varnish 
from furniture that is to be repainted? 

A painting expert suggests that 
the varnish be sanded rather than 
removed entirely. This will be satis- 
factory unless the varnish now is 
badly pitted and scarred. If there 
is only a moderate amount of scar- 
ring, it should be possible to level 
any depressions with painter’s 
spackle. This can be mixed with 
white lead or paint, which I would 
prefer to a mixture with water. 
The mixture can be applied with a 
knife and then sanded to give a 
smooth surface. 

If the condition of the furniture 
is too bad to use this technique, a 
good paste-varnish remover may 
be applied. This is a volatile liquid 
and should not be used in a tight- 
ly closed room. 

The wax residue after application 
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must be removed entirely before 
the furniture is repainted. There 
is a non-inflammable remover on 
the market which performs equally 
well, but it is rather expensive. 

Removing the varnish from the 
oak will expose the natural grain. 
This will show up through the new 
paint unless the grain is filled care- 
fully with spackle mixture, which 
should be mixed with white lead 
for this purpose. There probably 
would be no objection to the grain 
showing through on a part of the 
furniture, except possibly on any 
flat level surfaces——Roy HUuDEN- 
BURG. 


BASIC SALARY 


A general duty nurse receiving maximum 
salary in her grade has been promoted to a 
position as head nurse. The basic salary for 
this is $5 a month more than the salary she 
received previously. Should she begin her 
new duties at the basic salary for head nurse? 

As a general practice any person, 
regardless of length of service, who 
is promoted to a job requiring ad- 
ditional knowledge and _ skill, is 
started at the basic minimum rate 
for the new classification. 

There are several reasons for 
this practice. First, though an em- 
ployee has been in the service of 
an organization for a long time, 
she assumes new duties and re- 
sponsibilities when she is pro- 
moted. It must be concluded, since 
this is a new job, that she does not 
possess the maximum skill and 
knowledge necessary to perform 
the duties involved. As she de- 
velops skill and knowledge, she 
will merit increases, which prob- 
ably will be based on length of 
service and job performance. 

An organization with a sound 
promotional policy does not con- 
sider length of service a criterion 
for salary increase when an em- 
ployee is promoted. — ANN R. 
SAUNDERS. 


PHARMACY ARTICLES 


The board of trustees is planning to en- 
large and modernize this hospital and it has 
been suggested that a pharmacy be included 
in the new facilities. Before any final decision 
is made, we should like to know something 
about the operation of a pharmacy's inpatient 
services. Is any material available? 


The Association library has a 
number of articles for loan that 
might be informative. These are: 

“The Hospital Pharmacy,” a 
series of papers from HOSPITALS, 


1947. American Society of Hospita! 
Pharmacists, University Hospital 
Ann Arbor, Mich. 

“File on Pharmaceuticals Aids 
Professional Staff,’ R.M. DeWever. 
Hospital Management, July 1948. 
66: 84-86. 

“How the Hospital Pharmacy 
Can Contact Doctor, Nurse, Pa- 
tient.” H. L. Flack. Hospital Man- 
agement, October 1947. 64: 96-100. 

“How One Hospital Put Its 
Pharmacy and Its Service on an 
Efficient Basis.” J. F. Miller. Hos- 
pital Management, March 1947. 
63: 82-84.—HELEN V. PRUITT. 


PATIENT DAYS © 


The accounting system at this hospital is 
being changed. What is the accepted method 
for counting patient-days for those persons 
who are in the hospital less than 24 hours? 

A full patient-day should be 
counted for each patient who is in 
the hospital less than 24 hours pro- 
vided he is an inpatient. That is 
someone who occupies a regular 
hospital bed and for whom a hos- 
pital chart is maintained. 

The following calculation for de- 
termining the number of patient- 
days for any one day is set forth 
in the Association’s Manual No. 
210, “Hospital Accounting and 
Statistics”’: 

“To the midnight census at be- 
ginning of day, add one patient- 
day for each admission and deduct 
one patient-day for each discharge 
during the day; to this total add 
one patient-day for each patient 
who has been both admitted and 
discharged during the day.”—W. 
H. MARKEY JR. 


COST COMPARISONS 


We are preparing a report in which we 
shall compare the cost of a number of items 
in an average budget today with the same 
items 20 years ago. It is my impression that 
the cost of ward care has advanced from 
about $3 a day in 1929 to $6.50 today. Since 
the average industrial wage has increased 
more than 100 per cent in the past 20 years, 
is it not true that there has been a net drop 
in the actual cost of hospital care? 

In my opinion, an assumption 
that the average industrial wage 
has increased proportionately more 
than the increase in room charges 
for hospital care is reasonable. It is 
difficult to document this impres- 
sion. 

Hospital charges are made up of 
a large number of separate items. 
These include many special serv- 
ices in addition to bed, board and 
nursing care and there is no single 
pattern of charges among hospitals 
for these services which might be 
considered typical. 

Changes in the method of pricing 
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have been great during the past 20 
years. In 1929, hospitals in the east- 
ern section of the country assigned 
large blocks of their ward beds to 
free care for indigent patients. In 
recent years, local governments 
have assumed responsibility for the 
payment of a sizable portion of the 
care which formerly was carried 
as a hospital charity. 

Hospitals also have attempted to 
price room and board more nearly 
in accord with their cost experi- 
ence. This is a change. Formerly 
ward beds. intentionally were 
priced much below cost and those 


deficits were offset by charges made 
against patients who occupied pri- 
vate rooms. 

In the past, charges for special 
services bore little relation to cost. 
Some were priced above and others 
below the actual production cost. 
Whatever surplus was accumulated 
through the use of special services 
was credited to the deficits occur- 
ring in other departments or phases 
of hospital operation. 

A different pattern of hospital 
pricing developed in the middle 
west and western states. Charges 
were pegged more nearly at the 









Extreme Cautery Range—Currentrol gives you an 
all-inclusive range of cautery power — for the 
heaviest major surgery down through a continuous 
range to a light current for the most delicate eye 


work, 


Results Can Be Duplicated —Currentrol permits 
duplication of operative results at corresponding 
dial settings. You are sure of the power delivered 
at every setting—every time. Positive knob con- 
trols and clear scale markings simplify operation. 


All standard cautery tips and connecting cords 
may be used with Currentrol. Also all miniature 


surgical lamps, up to those 
drawing one ampere or more. 
Currentrol has a permanently 
attached line cord, operates on 
110 volts, 60 cycles, AC only. 
It is available now for immedi- 
ate delivery at the reasonable 


price of $59.50 


ORDER DIRECT FROM 


\ phate and Company 


408 S. HONORE STREET 


30 


Replace 


With This All New, All-In-One 


Sturdy Metal 
Cabinet 83," 
x 634" x 71/," 


TWO or MORE 
Separate Units 


CURRENTROL 


MAJOR CAUTERY 
MINOR CAUTERY 
LIGHT CONTROL 


Currentrol is all three — complete 
range major and minor cauteries and 
surgical light controller—in a simple 
all-in-one electrical unit that replaces 
two or more separate transformers 





for surgical work. Better still, both 
cautery and light circuits may be 
used simultaneously, as neither cir- 
cuit affects the action of the other 
in any way. Currentrol is a multi- 





purpose unit—yet it costs no more 
than ordinary transformers. 









CHICAGO 12, ILLINOIS 











cost of the services rendered, 
whether they were for room and 
board or ancillary service. 

Because of these and other 
changes in the basic methods of 
pricing, it is difficult to get compar- 
ative hospital cost figures which 
can be laid against wage rates. 
Rather than using room and board 
charges as an index, I suggest ob- 
taining a sample of total hospital 
bills for the past 20 years from 
local institutions. These can be 
used to study the problem. — 
MAuvRICE J. NORBY. 


STANDARD GOODS 


Frequently vendors say that articles such 
as blankets and patients’ gowns made ac- 
cording to commercial standards and pur- 
chasing specifications are not available. Is 
it usually possible to find merchandise that 
can be judged by these standards? 

It is true that some vendors do 
not make a practice of meeting 
commercial standards. For each 
article, however, there are sources 
of supply that may be uncovered 
if the purchaser inquires for and 
demands standard goods. Only by 
creating a demand will it be pos- 
sible to promote more generally 
acceptance and use of the specifica- 
tions and standards.—LEONARD P. 
GOUDY. 


ROUTINE X-RAYS 


A program of routine x-ray surveys of pa- 
tients is being carried on at a private general 
hospital. The radiologist says that the hospital 
x-ray department has lost money by the ex- 
periment. Are there any facts that could be 
used to refute the radiologist's argument and 
prove that it is only lack of good promotion, 
organization and publicity among the doctors 
which has caused dissatisfaction? 


First of all, routine x-ray survey 
of patients is a public health pro- 
gram and not one devised primarily 
to increase the radiologist’s person- 
al income. At most hospitals that 
have undertaken routine chest 
radiography, the radiologist has 
agreed to interpret miniature chest 
films in code without charge as his 
contribution. The radiologist, as 
well as other members of the medi- 
cal and administrative staffs, has a 
definite responsibility for the pro- 
tection of hospital employees and 
patients. 

The results of routine radiog- 
raphy disclose an incidence of 
suspected tuberculosis in about 10 
per cent of those examined, a posi- 
tive diagnosis of about 2 per cent, 
and an average of about 20 per cent 
of other abnormalities of lungs, 
heart, chest and the great vessels. 
These results establish the value 
of routine radiography beyond 
doubt.—Dr. CHARLES T. DOLEZAL. 
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ENERALLY IT IS CONCEDED that 
the most delicate and difficult 
situations in hospital administra- 
tion arise out of the distribution 
of authority among trustees, doc- 
tors and executives. Boards and 
committees, as well as individuals, 
cross the line of demarcation into 
areas of responsibility properly 
assigned to others. Usually they 
are unaware that they are trans- 
gressing the accepted principles of 
good institutional management. 
Problems of this nature are men- 
tioned often in the correspondence 
of the late Dr. Sigismund S. Gold- 
water. Dr. Goldwater had an ex- 
traordinary gift of seeing the es- 
sence of a hospital problem and 
was able to express it in clear, 
lucid English. He could win over 
the most obdurate offender against 
proper organization practice. He 
could change the attitude of a 
defender of personal privilege to 
a broader and more objective view 
of hospital regulation. These letters 
become case records that may be 
read with profit by trustees and 
administrators. 
The situations dealt with are 
essentially alike, and the principles 


' ° enunciated and treatment accorded 


in each case are fundamentally 
similar. Yet each of these examples 
taken from my files presents a 
different aspect of the same prob- 
lem. Each is handled with varia- 
tions suited to the special relation- 
ships and the particular matter in- 
volved. 
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Line of Trustee Demarcation— 


As Dr. Goldwater Saw It 


A collection by 
JOSEPH TURNER, M.D. 
consultant to the board of trustees 
and former director 
Mount Sinai Hospital, New York City 
from the correspondence 
of the late 
SIGISMUND S. GOLDWATER, M.D. 


But let the incidents and the dis- 

cussions speak for themselves. 
« » 

FoR EXAMPLE, the board of trus- 
tees of a hospital adopted a reso- 
lution affecting the dietary depart- 
ment and referred it to the chair- 
man of the dietary committee for 
action. When he learned of this 
action, from reading a copy of the 
minutes, Dr. Goldwater wrote the 
board president: 

“Did the board intend the reso- 
lution to create a precedent in 
dealing with recommendations 
calling for executive action? The 
dietary committee would be jus- 
tified, I think, in interpreting the 
instruction of the board to mean 
that it is for the committee to 
execute the board’s order. If the 
committee chose to issue instruc- 
tions to the dietitian it might do so, 
but this would be a departure from 
the established practice of hospi- 
tal administration. It is for this 
reason that I take the liberty of 
calling attention to it.’’ 

« » 

ON ANOTHER OCCASION, an em- 

ployee persuaded a board member 
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to propose a salary increase for her. 
The board acted upon it without 
the knowledge of the director or 
of the department head concerned. 
In writing later to the president, 
Dr. Goldwater said: 

“T observe that the board at its 
last meeting voted a salary in- 
crease to Miss A in Mr. B’s office. 
Mr. B was not consulted about 
this, nor was I. Is this good admin- 
istrative practice? It is not in line 
with the board’s general policy in 
dealing with subordinate em- 
ployees, and certainly it belittles 
my own position as well as the 
position of the department head.” 

« » 

ANOTHER TIME, the chairman of 
a committee requested one depart- 
ment head to ask the head of the 
engineering department to obtain 
estimates for certain alterations. 
Dr. Goldwater brought the issue to 
the front by writing to the chair- 
man of the committee as follows: 

“Mr. A, in charge of the engi- 
neering department, tells me that 
Mr. B directed him to obtain esti- 
mates for certain structural items. 
He presumably acted on your in- 
struction. Is this, in your opinion, 
a correct administrative procedure? 
Heretofore no department head 
has been authorized to issue orders 
directly to another department 
head, ignoring the central office. 
The present instance is not par- 
ticularly important, but the admin- 
istrative department can hardly 
be expected to exercise its proper 
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functions if executive orders are 
issued by chairmen of committees 
and are allowed to pass directly 
from department to department.” 


a: 

ON ANOTHER OCCASION after cer- 
tain actions had been taken by a 
committee chairman, Dr. Gold- 
water wrote the following: 

“May I, without any personal 
feeling, say that the assumption of 
administrative functions by the 
committee (this, I think, is a fair 
characterization of the proceedings 
which these papers reflect) is, as 
I understand the matter, contrary 
to the declared policy of the board, 
and I believe contrary as well to 
the best interests of the hospital. 
If individual board committees are 
to deal with administrative ques- 
tions and with other matters of 
the same general character, the 
efficiency of the administrative de- 
partment of the hospital must in- 
evitably be impaired. The general 
tendency of this sort of thing is to 
transform the character of board 
committees from that of impartial 
experts or referees to departmental 
advocates.” 

The committee chairman con- 
cerned denied any intention of in- 
terfering with administrative func- 
tions, and Dr. Goldwater replied: 

“That the committee has no de- 
sire to do so, I fully believe. 
Nevertheless, I think that there has 
been actual interference. The 
whole question hinges, of course, 
upon the interpretation of the term, 
‘administrative functions,’ and 
upon the precise relations between 
board committees on the one hand 
and the central administrative 
office and individual departments 
on the other. 

“Solely in the interest of the hos- 
pital, I have for many years stead- 
ily maintained that administrative 
control must be centralized and 
that the proper route for depart- 
mental requests to the board is by 
way of the central office and not 
through committees. In _institu- 
tions where this rule has not pre- 
vailed, there has resulted decen- 
tralization, a lack of balance in 
appropriations, and eventually a 
loss of control by the board of 
trustees and a distribution of power 
among committees or heads of 
committees, who have eventually 
become partisans of departments 
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or even of subordinate workers in 
the organization. In this fashion a 
hospital may be easily demoral- 
ized.” 

<<. > 


DEPARTMENT HEADS, - chiefs of 
services and others often misun- 
derstand the role of trustees in the 
scheme of hospital organization, 
and particularly the relationships 
of committee chairmen, whose 
function is likely to be regarded 
as quasi-executive in character. 
This sometimes leads to matters 
being referred directly to trustees 
or committee chairmen without the 
knowledge of the direction. Sooner 
or later these practices lead to 
difficulties. 

On one occasion, a chief of serv- 
ice made a written request of the 
chairman of a committee and sent 
a copy of his request to Dr. Gold- 
water, who acknowledged: 

“Thank you for sending me a 
copy of your letter to Mr. A, re- 
questing permission to..... 

“As an established matter of 
hospital procedure, communica- 
tions from all departments should 
be addressed to the director’s office 
and not to chairmen of committees. 
It is, of course, desirable that the 
committee chairmen be kept posted 
on matters cf interest to the com- 
mittee, and if those who request 
changes in administrative proce- 
dure and who address this office 
on the subject choose to send copies 
of their communications to the 
chairmen of committees, no objec- 
tion will be raised. 

“T am writing this communica- 
tion not because of any personal 
feeling in the matter but because 
long experience has shown the 
desirability of adhering to the cor- 
rect routine in all administrative 
procedures in order that confusion 
may be avoided.” 

« » 

OLDER DEPARTMENT HEADS tended 
at times to forget good administra- 
tive procedure. More often, chiefs 
of services forgot them in relation 
to department heads. On one of 
these occasions, Dr. Goldwater 
wrote to a department head: 

“T can see no serious objection 
to the kind and degree of coopera- 
tion which Dr. A suggests in con- 
nection with the kitchen, which is 
referred to in your memorandum. 
As a matter of proper procedure, 







however, requests for cooperation 
between departments that involve 
a departure from pre-existing 
standards and methods should in- 
variably be referred to this office 
before the new methods are actu- 
ally introduced. Strictly speaking, 
Dr. A’s request for this coopera- 
tion should have come to me first. 

“Hereafter, when any new de- 
mands are made upon your depart- 
ment, will you be kind enough to 
refer such demands to me, so that 
the matter can be taken up from 
the standpoint of the general ad- 
ministration of the hospital as well 
as from the standpoint of the in- 
dividual department.” 

t > 

ANOTHER TIME, when dealing 
with a comparable situation in 
which a major repair was involved, 
Dr. Goldwater wrote the following: 

“As a matter of administrative 
procedure (except routine requests 
for petty, minor daily repairs), all 
should conform to the _ general 
practice of the hospital, which may 
be summarized as follows: 

“1. The director’s office is the 
administrative center of the hos- 
pital. 

“2. The director’s office func- 
tions under orders from the presi- 
dent of the hospital, the board of 
trustees and the executive com- 
mittee. 

“3. In administrative matters 
department heads receive their in- 
structions through the director’s 
office. 

“4. Personal cooperation be- 
tween department heads, without 
the intervention of the director’s 
office, is highly desirable and 
should be encouraged in eyery 
way. 

“5. Such personal cooperation 
should not be interpreted to mean 
that the head of one administra- 
tive department is free to issue 
orders to the head of another. In 
any matter involving a question 
of policy, or in any procedure in- 
volving substantial expense, no 
order or request should pass from 
one department head to another. 
All such requests should be pre- 
sented to the director, who will 
adjust the matter if he has the 
authority to do so, or who will, in 
suitable instances, bring it to the 
attention of the board of trustees 
or the executive committee.” 
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A National Health Program for 
America’s Hospitals 


HE BOARD OF TRUSTEES of the 

American Hospital Association, 
on December 11, 1948, reaffirmed 
the Association’s program for im- 
proving the distribution of hospital 
care for the American people. This 
action was taken after careful 
study of the current situation in 
the health field, in politics and in 
the nation as a whole. It re-em- 
phasizes the Association’s firm be- 
lief that its program adopted in 
1944 is most likely to bring about 
an adequate distribution of high 
quality health services to the most 
people, and recognizes the need for 
a continuing and progressive pro- 
gram to meet these ends. 


Meeting Needs 

Hospitals, operating as a public 
trust and in the public interest, 
are well informed of the true needs 
and desires of the people regarding 
hospitals and health. The public 
looks to the hospital primarily for 
adequate facilities manned by com- 
petent personnel and within its fi- 
nancial reach. The Association’s 
program, which has been aggres- 
sively pushed, endeavors to do just 
that by: 

1. Urging federal grants in aid 
for the construction of needed hos- 
pital facilities in areas which can- 
not provide them from local re- 
sources. 

2, Aggressively supporting Blue 
Cross plans and the prepayment 
insurance principle as the best 
means of budgeting for the costs of 
hospital care for the self-support- 
ing citizen and his family. 

3. Insisting that government 
(local, state and federal) meet its 
responsibility by providing for the 
costs of care of those without per- 
Sonal resources to buy hospital 
care. 

When President Truman signed 
the Hill-Burton Hospital Survey 
and Construction Act on August 
13, 1946, the first point in the Asso- 
Ciation’s program for better care 
for the public was realized. Almost 
two years before this act was 
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passed, the Association established 
an independent commission — the 


Commission on Hospital Care — to - 


study the distribution of and need 
for good hospital facilities through- 
out the United States. The studies 
and findings of this commission 
gave impetus to the Association in 
its active encouragement of the 
passage of the act that is helping 
to meet these needs. 

In this legislation, the Associa- 
tion recognized how effectively 
government could financially sup- 
plement voluntary effort in con- 
structing and expanding needed 
hospital facilities. Completed state 
plans for hospitals and hospitals 
under construction today in the 
most needed areas testify to the 
accomplishments of this program 
developed through a wise combina- 
tion of voluntary and governmental 
cooperation. As a result of this 
program and the commission’s 
study, the hospital needs of the 
nation have been surveyed, state 
by state, and sound plans for con- 
struction and expansion of hospitals 
within the states are within sight. 

Hospital support not only in the 
passage of this legislation but in 
working out the program has been 
fundamental to its success. Hospi- 
tals of the nation, working to- 
gether through the Association, 
developed this widely acclaimed 
program which supplemented the 
best in the voluntary hospitals with 
government aid in order that there 
might be hospital facilities where 
needed to serve the American 
people. 

Not only have hospitals provided 
physical facilities and equipment 
necessary to hospital care but 
through the years they have as- 
sumed leadership in training and 
educating health personnel in order 
to assure the American public of the 
highest quality of care yet recorded. 
In the establishment of internships 


and residencies and _ specialized 
training for physicians and sur- 
geons, educational programs and 
training for nurses and similar 
programs for other health workers, 
hospitals have contributed not only 
to their own effective functioning 
but to all other community health 
activity—public health, schools, in- 
dustry and the like. 

Hospitals recognize: That aver- 
age care is not enough; that con- 
stant improvement in education, 
research and facilities must be 
carried on continuously if the high 
quality care the nation wants is to 
be achieved; that such care is cost- 
ly, and here the government might 
accomplish much by supplement- 
ing present voluntary accomplish- 
ments. Currently, through govern- 
ment inertia, the most serious defi- 
cits are in public health personnel 
and other areas solely the responsi- 
bility of government. 

In the development and sponsor- 
ship of Blue Cross prepayment 
plans for budgeting for the costs 
of hospital care—which is the sec- 
ond part in the Association’s pro- 
gram—hospitals have accomplished 
dramatic results. Since the first 
Blue Cross plan was established a 
decade and a half ago, enrollment 
has reached a total of more than 
32,000,000 individuals and thou- 
sands more are added each day. 
Similar coverage by insurance 
companies brings the total to over 
50,000,000 persons who have been 
relieved of the major costs of hos- 
pitalization. Medical care plans, 
more recently inaugurated, are re- 
ceiving equal public acceptance and 
support. 


Budgeting Costs 

Today, hospitals sponsor Blue 
Cross plans serving all of the 48 
states, knowing that by this pre- 
payment principle, they enable 
millions of employees and _ their 
families to budget for the costs of 
hospital care voluntarily and on a 
basis that enables the individual to 
choose his own doctor and hospital 
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A Statement of the American Hospital 
Association in Regard to Hospital Care 


A Resolution adopted by the House of Delegates at Cleveland, 
October 1944 


The American Hospital Association must continue to promote 
the best possible hospital care for the American people and to 
assist in making such care available to all. 

Therefore, the American Hospital Association presents the 
following statement of policy regarding hospital care: 

I. Ideals of the American Hospital System. 

a. To render the best possible hospital care. 

b. To make hospital care readily available in all areas and 
to all people. 

c. To improve constantly standards of hospital care. 

II. The Hospital’s Responsibility as a Community Health Center. 

a. Care of the sick—provision of the latest diagnostic and 
therapeutic services. 

b. Education—physicians, nurses, personnel and public. 

c.: Research—medical care and hospital management. 

d. Participation in a program of preventive medicine. 

III. Present Program of the American Hospital Association. 

a. Preservation of the values of the voluntary hospital system. 

b. Local, county, state and federal government aid for the care 
of the indigent with emphasis on local participation. 

c. Government aid for public and voluntary hospital con- 
struction upon evidence of unmet needs. 

d. Extension of voluntary budgeting for the cost of medical 
and hospital care. 

e. Extension of inter-hospital coordination and cooperation 
both urban and rural. 

The American Hospital Association realizes that the existing 
hospital system does not fulfill completely and perfectly the 
hospital needs of the American people. It urges that every hos- 
pital be alert to the needs of its community. It further recom- 
mends a careful analysis of existing deficiencies and urges 
action to meet them progressively. 

The American Hospital Association urges that as a program 
is developed for the realization of universal availability of hos- 
pital care the following factors be borne in mind: 

1. That it be based upon evidence of unmet needs which the 
changes will fulfill. 

2. That it be convenient and economical, utilizing to the 
greatest possible degree existing resources, motives and organi- 
zations. 

3. That consideration be given to all other factors which 
affect individual and public health. 

4. That the program of evolution attack the most pressing 
problems. 

‘The American Hospital Association warns against decisions 
based upon administrative expediency and therefore believes 
that, as in other forms of human endeavor, continued improve- 
ments can and will be made in hospital service for the American 
people. In all these matters so vitally affecting the well-being 
of the population great caution should be taken at the same 
time to preserve American tradition and the spirit of individual 
initiative and enterprise. 














and meet the costs of the worst 
financial risk resulting from illness. 

To make Blue Cross benefits even 
more widely available to all seg- 
ments of the population, there was 
formed during 1948 an organization 
of the Blue Cross plans which has 
for its purpose making enrollment 
available to large national groups 
of employees. This demonstrates 
that voluntary organizations are 
flexible, sensitive to popular needs 
and that they can be adapted to 
meet such needs as they develop. 
Here, also, government assistance 
might go far to.speed results. The 
federal government — the largest 
employer in the country—has failed 
to take the simple action necessary 
to make such protection available 
to its employees and their depend- 
ents. In other ways government 
could do much to be of assistance 
to this movement. 

The third point, which refers to 
encouraging government assump- 
tion of responsibility on all levels 
— local, state and national — for 
financial assistance for the care of 
the needy, has been an important 
objective of hospitals. Govern- 
ment’s responsibility for the care 
of those who cannot meet the costs 
of hospitals and medical care is 
not being adequately met. This fact 
accounts for much of the present 
financial difficulties of all hospitals 
—voluntary and governmental. 

Government is almost solely re- 
sponsible for the care of mental 
patients, representing more than 
one-third of the hospital beds in 
the country. Yet the daily average 
expenditures for care of patients 
in mental hospitals are so ridicu- 
lously low that the result is shame- 
ful conditions of care for this large 
segment of the population. The 
situations existing in these hospitals 
today is testimony of government’s 
failure to meet its present responsi- 
bilities in financing hospital care. 
The indigent and low-income citi- 
zen requires hospital care in all 
types of hospitals. And hospitals 
and the Association have aggres- 
sively supported the adequate pro- 
vision of funds for hospital care 
for this group on a state and local 
level. 

During the last Congress this 
Association, together with the 
American Protestant Hospital As- 
sociation and the Catholic Hospital 
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Association, testified in support of 
proposed legislation for providing 
federal financial aid for those who 
cannot afford to pay for it. This 
proposed legislation was not en- 
acted; however, hospitals and the 
Association will continue to strong- 
ly support measures aimed at pro- 
viding for the costs of care for low- 
income groups. 

This proposed federal legislation 
called for state studies to develop 
national and state plans in order 
that hospital and medical care 
might be available to every citizen 
regardless of his financial status. 
Following the government’s failure 
to enact such legislation, the House 
of Delegates of the American Hos- 
pital Association, in September 
1948, approved a nationwide study 
of hospital finances, which is now 
being organized, to develop state 
and national patterns for financing 
hospital care to serve all the people. 

Proposals for federally control- 
ling health care in the United 


States have been gaining momen- 
tum for a number of years. The 
latest effort in this direction was 
the report of Federal Security Ad- 
ministrator Oscar R. Ewing to 
President Truman on the ‘“‘Nation’s 
Health.” It is expected that there 
will be renewed efforts to impose 
some overall pattern of govern- 
mental regulation as set forth in 
the report upon the health field. 


Recognizing their responsibilities 


to maintain and expand high quali- 
ty of service to their communities, 
hospitals repeatedly have expressed 
their concern—from the viewpoint 
of how such a program would 
affect hospital’s ability to best serve 
the public—in all proposals for an 
all-inclusive health program which 
would supplant rather than supple- 
ment. 

In August of last year, the presi- 
dent of the American Hospital 
Association wrote to President 
Truman expressing this concern of 
hospitals. Mr. Truman’s reply con- 


tained assurance that nothing he 
planned would interfere with the 
continued service of voluntary hos- 
pitals to their communities. In 
September, the presidents of the 
American Hospital Association, the 
Catholic Hospital Association, the 
American Protestant Hospital As- 
sociation and the Greater New 
York Hospital Association called 
upon Mr. Truman to discuss the 
practical implications of his reas- 
surances. Mr. Truman agreed that 
the problem should be explored 
further and appointed Mr. Ewing 
as his personal representative for 
further discussions. 

The federal security administra- 
tor’s report to the President has 
been accepted as expressing in 
broad terms the program of the 
administration. It is important that 
hospitals analyze its content in or- 
der to determine how future legis- 
lation may relate to hospitals. In 
addition to recommending the ex- 
pansion of hospital facilities, an 





Resolution Adopted by the Board of Trustees 


Saturday, December 11, 1948 





WHEREAS, the House of Delegates of the 
American Hospital Association, at its meeting 
in Cleveland, Ohio, in October 1944, adopted 
a resolution embodying a progressive pro- 
gram for improving the quality and distribu- 
tion of hospital care, and 

WHEREAS, the Hill-Burton Hospital Survey 
and Construction Act is already putting into 
practice the recommendation of the Associa- 
tion for federal aid for hospital construction 
in areas where additional hospital facilities 
are most needed, and 

WHEREAS, the phenomenal growth of Blue 
Cross prepayment plans represents remark- 
able progress toward the accomplishment of 
another essential part of the Association’s 
program, and 

WHEREAS, the recent creation of a national 
agency to make voluntary prepayment pro- 


tection more easily available is another step. 


toward extension of voluntary budgeting for 
the cost of medical and hospital care as rec- 
ommended by the Association, and 


WHEREAS, the need for federal, state and 
local government assistance in the provision 
of care for those unable to pay the whole 
cost is another essential recommendation of 


the Association which has not yet been acted 
upon, and 

WHEREAS, compulsory health insurance does 
not necessarily provide assistance for the care 
of persons unable to pay the whole cost, and 

WHEREAS, current legislative proposals for 
compulsory health insurance would result in 
serious deterioration of the quality of care 
now available to the American people, there- 
fore be it 

RESOLVED, that.the American Hospital As- 
sociation reaffirms its program for the im- 
provement of the quality and distribution of 
hospital care, and be it further 

RESOLVED, that the American Hospital Asso- 
ciation urge legislative attention to provision 
6€ assistance for those unable to meet the 
whole cost of medical and hospital care; and 
for the provision of public health services and 
for more adequate numbers of trained per- 
sonnel in the health field, and be it further 

RESOLVED, that the American Hospital As- 
sociation reaffirms its conviction that a pro- 
gram of federal compulsory health insurance 
is inadvisable at this time; and that such a 
program is bound to be detrimental to the 
continuous improvement of the quality of 
care for the American people. 
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expanded public health service, and 
government aid for the indigent— 
which, for some years, has been a 
part of the action program of hos- 


pitals — Mr. Ewing also recom- 
mends a federal health insurance 
plan. 


Hospitals cannot agree on the 
basis of accomplished facts that a 
compulsory federal program of 
health insurance is wise or neces- 
sary. It was on the basis of this 
aspect of the report that hospital 
representatives met with Mr. Ewing 
on December 6. The great progress 
being made in increasing and ex- 
panding facilities, the continued 
growth of Blue Cross and prepay- 
ment plans and the need for a 
program of financial aid for the 
care of the needy, all being phases 
of hospitals’ active program to pro- 


vide the public with high quality 
care, were pointed out in the dis- 
cussions with Mr. Ewing. On behalf 
of the best interests of the public, 
it was urged that consideration be 
carefully given to any program 
which may affect the American 
hospital system as it has developed 
to date and as the present plans and 
programs of hospitals’ indicate that 
it will continue to progress and 
operate in the public interest. 

On the basis of facts and accom- 
plishments, the representatives of 
hospitals advised the federal se- 
curity administrator that voluntary 
hospitals, while in agreement with 
those aspects which would build 
constructively, would be unable to 
support his recommendation for 
compulsory health insurance. 

It would seem wise at this time 


to defer arguments, both ‘“‘pro” and 
“con,” regarding any possible 
health legislation until such legis- 
lative proposals are viewed and 
studied in the best interest of the 
public. At that time, proposals for 
a federal health program can be 
weighed on their merits whether 
they will serve the people best. 

The Association believes more 
funds are needed in the health field 
and has urged and will welcome 
federal, state and local government 
funds in programs _ intelligently 
planned to supplement and 
strengthen the great accomplish- 
ments already attained in render- 
ing high quality care to the public. 
No national program of national 
health insurance has yet been pro- 
posed which promises to do just 
that. 





OTENTIAL CONTRIBUTORS in the 
Pp area served by the Miami Val- 
ley Hospital, Dayton, Ohio, knows 
what their money will buy, even 
before they may be ready to give. 
Dr. Frank C. Sutton, director of the 
hospital, has developed a fund- 
raising technique which is now be- 
ing tested. He has compiled a gift 
list which is sent out quarterly or 
semiannually to approximately 400 
local citizens. The list describes 
items that are urgently needed by 
the hospital—each with a price tag. 

In addition to the gift list, a 
pamphlet and letter are sent. The 
letter points out the tax advantages 
of year-end contributions to hos- 
pitals and explains to the contribu- 
tor how he may improve the Miami 
Valley Hospital’s facilities and 
services. The person making the 
contribution is told that the money 
will be used, as he may desire, in 
any one of three ways: 

1. To provide needed equipment. 

2. Toaugment the building fund. 

3. To strengthen the hospital’s 
financial position through addition 
to its endowment fund. 

The pamphlet is “Your Gift to 
Hospitals through ‘Taxes,’”’ pub- 
lished by the American Hospital 
Association. It gives complete sta- 





A Check List for Hospital Contributors 


tistical information on how tax 
savings can be effected through 
charitable contributions. 

This is the gift list as it was sent 
out by Dr. Sutton December 1: 

$5 and up will provide urgently 
needed surgical instruments, used 
many times daily in operating 
rooms. Surgical forceps cost $5 to 
$15; self-retaining retractors, $25 
to $60; cast cutter, $85; stainless 
steel stretcher, $215. A total of 
$4,000 is needed. 

$10 to $12 will provide a new 
throw rug for a student nurse’s 
room. All have become so badly 
worn they have been discarded. 
One hundred and twenty-five are 
needed in the nurses’ residences. 

$50 will provide an otoscope- 
opthalmoscope set used on each 
floor for ear and eye examinations. 

$75 will provide a set of parallel 
bars and two posture mirrors for 
“G” station. This is an important 
aid in teaching crippled patients to 
walk again. 

$100 will provide a special light 
designed for delicate eye surgery 
and also adaptable for various uses 
in eye examinations. It is urgently 
needed in Whitmore surgery. 

$125 will provide an electric 
washing machine for processing 


surgical rubber gloves, eliminating 
the time-consuming procedure of 
washing rubber gloves by hand. 

$175 will provide a wall cabinet 
for safe custody of historical rec- 
ords in our proposed archives room. 

$475 will provide centralized 
oxygen service for the new prema- 
ture infants’ nursery, insuring con- 
stant oxygen supply and eliminat- 
ing delivery problems. 

$485 will provide an electric leg 
refrigerator which eliminates ne- 
cessity of amputation in many 
cases. It greatly decreases the 
amount of nursing care compared 
to the ice-pack method. 

$500 will provide special equip- 
ment for photographing surgical 
tissues under the microscope in the 
laboratory. This is a significant new 
advance in medical diagnosis, re- 
search and staff conferences. 

$590 will provide a modern, elec- 
trically heated food truck, replacing 
an old model and improving food 
service to patients. Three are 
needed. 

$570 to $890 will provide acoustic 
ceilings for nursing stations, ele- 
vator vestibules, kitchens or corri- 
dors on floors of the new surgical 
building to reduce noise for pa- 
tients’ comfort. 
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Surgical-Glove-Saving Technique 


A central washing and sterilizing unit pleases 
administrative, medical and nursing staffs alike 


O IMPROVE the method and low- 
Tle the expense of caring for 
surgical gloves, the University of 
California Hospital has developed 
a new technique. For about a year 
now, all hospital gloves have been 
washed and dried in one central 
location. They are taken care of 
more efficiently and under more 
sanitary conditions. Because of this, 
the entire method is more econom- 
ical and satisfactory to the ad- 
ministrative, medical and nursing 
staffs. This simple method improves 
sterile technique, conserves valu- 
able hospital space and reduces to- 
day’s high labor costs. 

Before the new method was used 
in this hospital, the rubber gloves 
were cared for by the ward helpers 
on the individual wards, in the 
clinics and the operating rooms. 
The ward and clinic workers 
washed and hung the gloves to dry 
in their own sections. The surgery 
floor has a small room where the 
gloves were washed and dried on 


WASHING surgical gloves by the old method 
was a slow and expensive procedure at best. 
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racks. This was an expensive slow 
operation. The racks took up valu- 
able hospital floor space. Many 
workers were needed during peak 
loads. This process also needed 
great improvement in sterile tech- 
nique. 

A recent article informed us of 
the effect of heat on rubber gloves. 
This initiated our development of 
the new method of processing our 
gloves. Research was done on 
bleaches and alkalis. We discov- 
ered that the only harmful ingredi- 
ent was alkali. We made certain 
that any operation our laundry 
used in handling rubber gloves was 
not harmful. We decided to use a 
mild synthetic soap which contains 
a low percentage of detergent. We 
avoided the use of a strong deter- 
gent because superficial dirt on the 
rubber gloves is easily removed by 
the mild soap. 


The Test 


Then we put our new technique 
to its test. When the new method 
was put into operation, we found 
it was an improvement over our 
past methods. Now we can release 
ward helpers for other duties. Two 
workers in the glove room handle 
the gloves for the entire hospital 
and clinic in less time than former- 
ly was needed in surgery alone. 

Considerable floor space is con- 
served. Even more important, it is 
no longer necessary to hang gloves 
to dry in contaminated areas. We 
found, too, that the distribution of 
the gloves is more easily controlled. 
The best gloves are sent to surgery. 
The flow of work to the glove room 
is improved. During peak periods, 
help used to be drawn from other 
parts of the hospital. This is now 
eliminated. 


The discarding of so-called unfit 


gloves is cut. Inexperienced work- 
ers used to discard gloves as unfit. 
Now many of these are readily re- 
paired and saved. Thus, processing 
time takes only a few hours and 
costs are cut. 

In our new technique the gloves 
have special care before they are 
laundered. (1) The gloves are put 
in a bucket and rinsed under cold, 
then hot running water. (2) In- 
fected gloves are boiled. (3) Ward 
helpers collect gloves and deliver 
them to the glove room at the end 
of each day. (4) Orders for fresh 
gloves are sent to the glove room 
each afternoon, and are filled on 
the following day. 

After the gloves are brought to 
the glove room they are processed 
by our simple proved method. 

1. The gloves are emptied into 
one pocket of a washing machine. 
The door of this pocket is kept 
tight so gloves cannot escape dur- 
ing operation. The balance of the 
machine may be filled with not too 


SURGICAL gloves, after preliminary care, 
are now processed in a mechanical washer. 
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heavily soiled materials, as, for 
example, cotton bath blankets. 

2. The gloves are flushed by one 
split hot and cold water (10 inches 
of water). 

3. Gloves are sudsed (split, high 
water 10 inches, not more than 60° 
to 80°). Dissolved synthetic soap 
is used and we are careful not to 
raise suds. This process takes eight 
minutes. 

4. The next step is a rinsing. We 
give at least six two-minute split 
rinses of 12 to 14 inches of water, 
not more than 60° to 80°. 

5. We then remove the gloves 
from the washer and place them 
in metal trucks to drain. 

6. Next we place the gloves in a 
drying tumbler, preferably 36 by 
30 inches, keeping the temperature 
below 180°. We find that it is easier 
to dry and handle small quantities 
in the tumbler. 

7. After drying, gloves are re- 
turned to the central glove room 
for testing, powdering and packing 
for autoclaving. 

There are certain precautions 
we follow in handling the gloves. 
We do not use water above luke- 
warm temperature. Gloves cannot 
be washed successfully in nets. A 
mild synthetic soap has proved 
most successful. 

At no time do we have apparent 


GLOVE trees, often placed in contaminated 
areas, was the old system's drying method. 
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NON-IRRITATING powder is now applied in 
a hooded, lighted, full-vision viewing box. 


suds. Gloves are never washed or 
rinsed in low water. Suspension 
and floating of gloves in high wa- 
ter give better results. Removal of 
superficial dirt on gloves has never 
been a problem. The use of too 
much soap is the greatest prob- 
lem. We do not use an extractor. 
The tumbler is not overloaded nor 
overheated. Rotating hot and cold 
air in tumbler has been most suc- 
cessful. 

The gloves are returned to the 
central glove room and are tested 
carefully by two ward helpers. Air 
is forced manually to the tip of 
each finger, in turn, to test for 
small holes that otherwise would 
not be detected. 


Powdering Operation 


The gloves without holes are 
dropped immediately into a pow- 
der box with a viewing window. 
When enough gloves are in this 
box, the top door is closed and the 
powdering operation begins. The 
ward helper sits in front of the box 
with her arms through the plastic 
sheeting sleeves. She powders the 
gloves on one side and turns them. 
Then she powders the other side. 

The hood arrangement prevents 
the powder dust from chronically 
irritating the nose and throat of 
the worker. The worker gets full 
vision of what she is doing through 
the glass window. 

The powder we use has a starch 


base. Laboratory research shows 
this powder to be the one least ir- 
ritating to the tissues and the least 
likely to produce adhesions. It also 
does not seem to be harmful to the 
gloves. The glove fingers do not 
stick together and become soft as 
much as when other types of pow- 
der are used. 

After they are powdered, the 
gloves are sorted according to size. 
They are placed in double thick- 
ness muslin envelopes. Two right 
gloves are put in one side pocket 
and two lefts in the other side with 
a coin envelope of powder between 
the two pockets. Each envelope is 
wrapped diagonally in a double- 
thickness muslin wrapper, tied se- 
curely and dated. Gloves for all the 
departments are taken care of in 
the same manner. They are then 
autoclaved 15 minutes at 250° 
Fahrenheit, dried, cooled and de- 
livered from the glove room to the 
designated departments. 

The above procedure has been in 
use for approximately eight months 
at the University of California Hos- 
pital. It has offered better and 
more sanitary service to the med- 
ical and nursing staff. The admin- 
istrative staff has found the method 
to be efficient and economical. For 
all, the method has proved highly 
successful. 


DRYING gloves in a 36x30-inch tumbler is 
also an economical and time-saving feature. 
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More Than a Fleeting Intention 


Some administrators, after a timid start, find 
fund raising more exciting than trout fishing 


ORE AND MORE, fund raising is 
becoming one of the impor- 
tant duties of the hospital adminis- 
trator. Some believe that the sur- 
vival of the voluntary hospital as 
we know it in the United States is 
dependent on the efficient and con- 
stant promotion of gifts and be- 
quests. If this is true, then fund 
raising should occupy an important 
position on the work sheet of the 
hospital administrator. 

I know one administrator who 
spends several days of his vacation 
driving some three hundred miles 
for an annual luncheon at the sum- 
mer home of a patron. He travels 
leisurely but arrives at his desti- 
nation on time. For this he is amply 
repaid. He expresses it by saying, 
“Of course I get a big kick out of 
that $25,000 check which follows 
the demitasse. It’s a good meal too. 
Besides, in telling that generous 
old soul how much we have ac- 
complished during the past year, 
I find my own enthusiasm for the 
hospital mounting too. It’s just like 
recharging my own battery.” 

Not many hospital administra- 
tors are fortunate enough to re- 
ceive so large a gift that simply 
and with such regularity. But every 
administrator who keeps his eyes 
and ears open will find many ways 
to get hospital gifts. 

The importance of the role of the 
hospital administrator in obtaining 
non - operating income is often 
overlooked both by the adminis- 
trator and the governing board. 
Who else knows so intimately the 
accomplishments, the shortcomings 
and the needs of the institution? 

There is no mystery about ob- 
taining gifts. There are a number 
of men and women who have de- 
voted their careers to develop this 
specialty as a profession. Without 
their profitable assistance, few in- 
tensive campaigns for capital pro- 
grams succeed. The need for gifts 
and bequests to balance the an- 
nual operating budget and provide 
new equipment, however, is a con- 
stant problem with most institu- 
tions. The administrator, with his 
broad knowledge of every detail of 
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that problem, who accepts a voca- 
tional responsibility for meeting 
these needs can mitigate that prob- 
lem. 

It does not take a golf profes- 
sional to put the ball into each of 
the 18 cups; but many have found 
that some professional guidance 
and regular practice will improve 
the score. The fund-raising sug- 
gestions that’ follow are intended 
to improve the score of those who 
agree with Bishop Lawrence who 
said, in his “The Proper Boston- 
ians,”’ that he found fund raising 
more exciting than trout fishing. 

Why do people give away 
money? Because they would rather 
give it away than keep it or spend 
it. This may seem like oversimpli- 
fication. It would take a large book 
printed in fine type to describe in 
detail the psychology of giving and 
its various ramifications. But all of 
these motives may be resolved into 
the fact that some people enjoy 
giving more than keeping. 

By allowing them personal sat- 


isfaction in their potential gifts, 
people can be encouraged to donate 
to a hospital program. These gifts 
can go toward saving the life of a 
premature baby, or to a single day 
of free services. Or they might give 
a single day of free care for one 
patient, free terminal care for an 
incurable patient in a private room, 
or toys for a convalescent child. 
Another contributor may get some 
satisfaction in his income tax de- 
duction through a gift to a hospital. 

Somebody has to be the one to 
ask for some money. There just is 
not any adequate substitute for the 
personal interview. A good publi- 
city program and an appealing an- 
nual report will help to give poten- 
tial contributors background ma- 
terial but, unaided, these will not 
produce checks of the size and 
number required each year by 
most hospitals. I am not suggesting 
that the administrator, as a com- 
mittee of one, should spend a cer- 
tain number of hours each week 
ringing doorbells. I do know, how- 
ever, that the administrator can be 
the spark plug in urging somebody 
to ask .someone for some money 





Because the voluntary 
hospital depends so much 
on philanthropy, fund rais- 
ing should occupy an im- 
portant position on the 
work sheet of the hospital 
administrator. If he is to 
carry out this end of his job 
he should follow through 
each of these seven steps: 


1. Accept fund-raising 
responsibility. 


2. List gift opportunities 
for the hospital — specific 
items which might give sat- 
isfaction to a contributor. 
This list becomes an attrac- 
tive package with a price 
tag. 





Seven Steps for Successful Fund Raising 


3. List 10 patrons of the 
hospital who might become 
interested in one of the gift 
opportunities. 


4. List the doctor, the 
trustee or the member of 
the women’s auxiliary who 
could approach effectively 
one or more of the 10. 

5. Discuss the patron list 
with the hospital represent- 
ative until someone agrees 
to accept responsibility for 
presenting the gift oppor- 
tunity offering to the patron. 

6. Follow up each assign- 
ment. 

7. Repeat the process — 
10 by 10. 














and that the outcome will be rela- 
tive to time and thought given to 
this part of the program. 

Administrators have heard many 
times, “I'll give, but I can’t ask 
anyone else to give.’’ Such men and 
women are missing an opportunity 
for important service and an en- 
joyable experience iargely because 
they forget or ignore the fact that 
people find happiness and pleasure 
in making gifts. We would not en- 
joy begging or asking people to ful- 
fill a duty. But it is quite different 
to present an opportunity and in- 
vite a gift which is going to give 
lasting satisfaction to the donor. 

Cannot such an opportunity be 
described in print and the gifts in- 
vited by mail? They can be, but 
such an impersonal appeal will 
produce only a limited number of 
gifts. More often it will produce 
sympathetic consideration and even 
a fleeting intention to do some- 
thing about it. I recall the old 
Quaker’s question, “Did thee feel 
in thy pocket for him?” The aver- 
age person needs personal contact 
to get him to reach for his pen. 


During an intensive fund-raising 
campaign the administrator leaves 
all detail to the campaign chair- 
man. But during the rest of the 
year how can the administrator 
find men and women to help in 
fund raising? Though they have 
contact with grateful patients, the 
medical staff members are not fa- 
miliar with fund raising tech- 
niques, and, therefore fail to grasp 
many opportunities for this serv- 
ice. The administrator’s role should 
be to educate his medical staff in 
these techniques. 

Trustees and members of the 
auxiliary can and do raise impor- 
tant funds each year for many 
hospitals. Fortunate indeed is the 
hospital that has even one inveter- 
ate fund-raising crusader on its 
board of trustees. Such a trustee 
will welcome all the aid the ad- 
ministrator can give. Administra- 
tors who give gift promotion a 
prominent place on their schedule 
will find many opportunities to 
increase the gift production of 
trustees, auxiliary and staff. 

It is well to remember that some 





ONE FOR THE RECORD 


The Nurse Saw Two 


SEVEN-MONTH-OLD JIMMY, a private-room patient, had a stormy re- 
covery course but was well on the road to recovery. He was to be 
discharged the next day. Early the evening before he was to go home, 
a student nurse came out of his room with her eyes popping. “I 
saw two, I saw two!” The head nurse fol- 


lowed the shaking student to Jimmy’s 
room. There were two—Jimmy and an- K "s 


other in Jimmy’s crib! 


The head nurse called the supervisor; 
the supervisor called the head resident. 
All might have thought they had double 
vision as there were two peacefully sleep- i 
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ing in one crib where only Jimmy had 


been before. 


Confusion grew as the hours passed, 
the mystery deepened. Shortly after midnight Jimmy’s parents ap- 
peared at the hospital office, a strange time for visitors. 

“We've come for Jackie. We thought we would take advantage of 
Jimmy being in the hospital while we got theater tickets, so we 
just slipped up from the waiting room and left Jimmy’s twin, Jackie, 
with him in his crib. You know how hard it is to get sitters.” —MABEL 
W. Brinner, R.N., administrator, Children’s Memorial Hospital, Chicago. 


Any good anecdote is one for the record. Share yours by sendin 
Record,” editorial department of Hosprrats, 18 East Division Street, 


it to “One for the 
hicago 10. 
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people will work for gifts for the 
same basic reason that others do- 
nate gifts. Working for the sake of 
duty is not the same kind of work 
as that produced by emotional sat- 
isfaction. Knowledge of the life- 
saving services and the rehabilita- 
tion of specific but unnamed pa- 
tients will add to the enthusiasm of 
potential workers. A description of 
the dangers of obsolete equipment 
and the great advantages of ade- 
quate equipment often will moti- 
vate the workers to get the re- 
quired funds. 

The administrator who fre- 
quently visits patients and their 
relatives in the hospital usually 
finds some interested subscribers. 

Some years ago an administrator 
was troubled by the insatiable de- 
mands for free beds by a senior 
surgeon. This doctor had great 
ability and his patients worshipped 
him. For the wealthier patients, 
money was no object when this 
doctor was their sole hope of sur- 
vival. 

One day, with great pride, this 
doctor showed the administrator a 
set of antique cuff links which a 
convalescent patient had just given 
him. “The next time you see her, 
tell her I showed them to you,” 
he said. 

Soon the administrator and the 
patient were extolling the great- 
ness of the surgeon. Later, this 
administrator found the chance to 
say that the doctor was never hap- 
pier than when he was taking care 
of a free patient. The bottle neck, 
however, was sufficient funds to 
pay the hospital cost which had 
to be met by endowment income 
and gifts. “Someday,” he sighed, “I 
hope someone will give that sur- 
geon a special fund for his work.” 
A few days later the surgeon 
walked into the administrator’s of- 
fice and laid a check for $10,000 on 
his desk. A similar sum came sev- 
eral times each year thereafter as 
long as the doctor lived. 

It is a pleasure to spend money 
on free care and to buy new equip- 
ment. Raising money can be fun 
too. Some administrators, after a 
timid start, have discovered great 
satisfaction in stimulating men and 
women to give to and work for 
their hospital. What began as a 
hobby has become part of their 
vocation in life. 
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Trends in Income and Expense 


IZE, TYPE OF CONTROL and loca- 
tion have a direct bearing on 
the operating costs of hospitals. 
The same factors also have an effect 
on hospital income. 

A second factor that influences 
hospital economics is the general 
economic condition of the country. 
By comparing the income and oper- 
ating expenses of the country’s 
hospitals for a two-year period, the 
results of a changing national eco- 
nomic pattern and the intricacies 
of hospital economics are now re- 
vealed. 

The six charts that follow were 
drawn up to reflect the trends in 
operating costs and patient income 
for the period covering 1946 to 


1947. They are graphic displays of 


the statistics reported in the Amer- 
ican Hospital Association annual 
directories for 1947 and 1948. The 
graphs and text analysis were pre- 
pared by the Office of Hospital 
Services in the Division of Hospital 
Facilities. Louis Block, Dr. P.H., is 
chief of that office; it is a unit of 
the Federal Security Agency’s 
Public Health Service. 

Number of hospitals: Data for the 
1948 directory were furnished by 
4,475 reporting nonprofit, proprie- 
tary and nonfederal governmental 
hospitals. This was 31 more than 
the number—4,444— reporting for 
the 1947 directory. The increase 
was primarily in the nonprofit hos- 
pital group; 58 additional non- 
profit hospitals reported. 

Classified by bed capacity, re- 
ports were made by the following: 

Under 50 beds: Fifteen more 
nonprofit hospitals ‘and 10 more 
proprietary hospitals reported this 
year, but 18 less governmental hos- 
pitals of this size reported. 

50-99 beds: Twenty-four addi- 
tional nonprofit hospitals reported. 
Twelve less proprietary hospitals 
and the same number of govern- 
mental reported. 

100-249 beds: The number on 
nonprofit hospitals within this size 
group increased by 18 with two less 
proprietary and one less govern- 
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mental hospital reporting. The net 
increase was 15 hospitals. 

250 beds and over: Only one 
additional hospital in the nonprofit 
group—a total of 283—reported 
this year with a loss of two pro- 
prietary and one governmental 
hospital. There was a net loss of 
two hospitals. 


Operating Costs 


Average hospital operating costs 
vary with the type of control of 
the hospital. While it remains true 
that patient-day costs are lowest 
in nonfederal governmental insti- 
tutions ($8.91) and highest in pro- 
prietary hospitals ($11.83), the 
range between proprietary hospi- 
tals and nonprofit hospitals 
($11.78) is narrowing. 

The per-patient-day cost for all 
hospitals in the United States in- 
creased from $9.39 in 1946 to 
$11.09 in 1947, a total increase of 
$1.70 per patient day. The per-bed 
operating cost increased from $2,- 
470 in 1946 to $3,083 in 1947, an 
increase of $613 per bed. 

Effect of control: The greatest in- 
crease in costs occurred in the non- 
profit hospitals. There was an 
increase of $1.74 per patient day 
compared with $1.70 for propri- 
etary and $1.52 for governmental 
hospitals. The nonprofit hospitals 
also reflected the greatest increase 
per bed with $595 compared to 
$493 for proprietary and $594 for 
governmental hospitals. 

That the overall increase of $613 
per bed exceeds the highest in- 
crease in any one of the above 
three groups, is accounted for by 
the fact that there has been an 
increase in the number of beds 
reported by nonprofit hospitals and 
a substantial reduction in the num- 
ber of beds reported by govern- 
mental hospitals. 

When it is considered that the 
per-bed cost in nonprofit hospitals 
is substantially higher than the 
per-bed cost in governmental hos- 
pitals, the average for all hospitals 
must be higher because of the 


weighted figures for nonprofit in- 
stitutions. 

Effect of size: The largest in- 
crease ($2.04 per patient day) oc- 
curred in the 100 to 249-bed hos- 
pitals. This was an increase of $693 
in the per-bed cost. 

Nonprofit: An increase of $1.92 
in the per-patient-day cost with 
a per-bed cost increase of $659 
represents the greatest increase 
and occurred in the 100 to 249-bed 
hospitals. The next highest in- 
crease in this group was reported 
in the small hospitals—those under 
50 beds—with $1.89 per patient 
day. The highest per-patient-day 
cost was $16.07 in the Pacific re- 
gion and the lowest cost was $9.25 
in the west north central region. 

Proprietary: An increase of $3.25 
per patient day with a per-bed cost 
increase of $1,007 occurred within 
the 100 to 249-bed hospitals. The 
next greatest increase—$1.77 per 
patient day and $512 per-bed—was 
recorded in hospitals under 50 
beds. The highest per-patient-day 
cost was $14.99 in the Pacific region 
with the lowest, $8.97, in the east 
south central states. 

Governmental: An increase of 
$2.44 per patient day and $739 per 
bed represents the largest increase 
within the governmental hospitals 
and occurred in the 100 to 249-bed 
hospitals. The next highest increase 
in this group was $1.40 per patient 
day and $629 per bed, reported in 
the largest hospitals of 250 beds 
and over. The highest per-patient- 
day cost was $10.90 in the moun- 
tain region with the lowest of $7.64 
in the middle Atlantic states. 

Effect of specified services: That a 
primary factor responsible for the 
increase in costs is the increased 
kinds of services being offered in 
the larger hospitals is questioned. 
The second ‘highest increase in 
costs occurred in the smaller hos- 
pitals (under 50 beds). They sel- 
dom provide the number of serv- 
ices equal to those given by the 
larger hospitals. 

Effect of location: Average hospi- 
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tal operating costs vary with the 
area of the institution. 

The highest regional per-pa- 
tient-day cost of $13.70 for the 
three types of control occurred in 
the Pacific region with a per-bed 
cost of $3,932. Nonprofit and pro- 
prietary hospitals in this region 
also had the highest costs in their 
respective classifications. The non- 
profit hospital per-patient-day cost 
was $16.07 and the per-bed cost, 
$4,827. The proprietary hospital 
per-patient-day cost was $14.99 
and the per-bed cost, $4,038. 

The highest per-patient-day costs 
for government hospitals, however, 
were recorded in the mountain 
region. There the per-patient-day 
cost was $10.90 and the per-bed 
cost, $2,681. 

Expense classification: In all hos- 
pitals the bulk of expense is classi- 
fied as payroll. The proportion of 
payroll expense is highest in gov- 
ernmental hospitals and lowest in 
proprietary-controlled institutions. 
Fifty-four cents of every dollar 
was spent on payrolls during 1947 
when all hospitals’ expenditures 
are averaged. Government hospi- 
tals were high in this breakdown 
with 58 cents. For nonprofit hos- 
pitals the figure was 53 cents and 
for proprietary hospitals it was 49 
cents. 

Income 


In all hospitals the bulk of hos- 
pital income comes from patients. 
The percentage of patient contribu- 
tion is largest in the proprietary- 
controlled hospitals and smallest 
in the governmental hospitals. 

In nonprofit and governmental 
hospitals, funds in addition to pa- 
tient income are necessary to meet 
operating costs. On the average, 
in proprietary hospitals, funds from 
patients more than cover the oper- 
ating expenses reported. 

Though patient income was up, 
it still was not sufficient to keep 
hospitals out of financial trouble. 
In 1946 the general and special 
short-term hospitals of the country 
showed an average per-patient- 
day income from patients of $7.75. 
Total per-patient-day expenditures 
averaged $9.39, leaving a deficit of 
$1.64 to be made up from other 
sources. 

In 1947, the average income from 
patients was $9.71 per patient day 
and the expenditures were $11.09 
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per patient day. The deficit that 
year was $1.38. 

A breakdown by type of control 
of hospitals showed that propri- 
etary hospitals’ surplus from pa- 
tient income dropped from 54 cents 
per patient day in 1946 to 11 cents 
in 1947, 

Short-term nonprofit hospitals 
recorded deficits, based on patient 
income against total expenditures, 
of $1.28 per patient day in 1946 
and $1.08 in 1947. 

Government short-term hospi- 
tals showed a deficit, on that basis, 
of $3.27 in 1946 and $2.72 in 1947. 

Effect of Control: The greatest in- 
crease in income from 1946 to 1947 
is reflected in governmental hos- 
pitals with $2.07 per patient day 
and $646 per bed for all sizes. Non- 
profit hospitals were second highest 
with an increase in per-patient- 
day income of $1.94 and a per-bed 
income increase of $643 above last 
year. Proprietary hospitals showed 
an increase for all sizes of $1.27 
per patient day and $389 per bed 
income over 1946. 

All hospitals: The largest in- 
crease in income per patient day— 
$2.08—is reflected in the 100 to 
249-bed hospitals. The greatest in- 
crease per bed is reported in the 
largest hospitals—250 beds and 
over—with a per-bed income in- 
crease of $735. 

Nonprofit: The greatest increase 
in income is reported by the larger 
hospitals. Hospitals of 100 to 249 
beds showed an increase of $1.98 
per patient day and $668 per bed. 
The increases in hospitals of 250 
or more beds were $1.98 per pa- 
tient day and $660 per bed. In 
nonprofit hospitals, the highest per- 
patient-day income was $15.22 in 
the Pacific region with a low of 
$9.16 in the mountain region. 

Proprietary: An interesting fac- 
tor develops within this group of 
hospitals where the greatest in- 
crease in income is reported in hos- 
pitals under 50 beds. These hospi- 
tals showed an increase of $2.12 
per patient day and $594 per bed. 
The second highest increase in 
income—$1.87 per patient day and 
$620 per bed—occurred in the 100 
to 249-bed hospitals. Among the 
proprietary hospitals of 50 to 99 
beds there was a decrease of 58 
cents per patient day. This de- 
crease on a per-bed basis was $93. 


The 250-beds-and-over hospitals 
also reported a decrease in income 
of 15 cents per patient day, but an 
increase in per-bed income of $176. 

It is noted that 12 less hospitals 
in the 50-99 bed group—985 fewer 
beds—reported for 1947. Two less 
hospitals of all sizes—583 fewer 
beds—reported this year than last 
year. 

Governmental: The 100 to 249- 
bed hospitals reported the greatest 
increase in income, $2.92 per day 
and $825 per bed. The largest hos- 
pitals—250 beds and over—were 
second with an ‘increase of $2.16 
per patient day and $691 per bed. 

High and low: Average patient 
income is highest in the proprietary 
hospitals and lowest in govern- 
mental institutions. 

Average patient income increas- 
es with the size of the hospital 
except in government-controlled 
hospitals where the average per- 
patient income decreases. It will 
be noted that this year (1947 data) 
that the average highest income in 
governmental hospitals was within 
the 100 to 249-bed group. This 
group reported an income of $8.70 
per patient day. The per-patient- 
day income in hospitals of 250 beds 
and over was reported to be $5.23. 

The following tabulation reflects 
the high and low income for each 
of the three control groups and 
it clearly indicates the effect of 
location on the average patient 
income. 


INCOME PER PATIENT DAY 
Nonprofit 

Pacific $15.22 
Mountain 9.16 


Proprietary 


West south central $16.21 
Mountain 6.98 


Governmental 


High 
Low 


High 
Low 


East north central $8.92 
Pacific 1.59 
INCOME PER BED 
Nonprofit 
Pacific 
Mountain 


High 
Low 


$4,572 
2,394 
Proprietary 


Pacific 
Mountain 


$4,245 
1,594 


Governmental 


East north central $2,403 
Pacific 434 
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Average Annual Operating Cost Per Bed in General and Special Short-Term Hospitals by Type of 


Source: American Hospital Association Directory, 1947-1948. 
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An Education Mandate 


The American College of Hospital 
Administrators fund-raising drive 
goes ahead after a promising start 


HE AMERICAN COLLEGE of Hos- 
jo Administrators, organized 
nearly 15 years ago for the pur- 
pose of improving hospital admin- 
istration, is expanding its program. 
The expansion will be made pos- 
sible by a fund-raising campaign 
which is expected to result in the 
subscription of almost half a mil- 
lion dollars by the next annual 
college meeting at Cleveland in 
September. 

By January 1, the drive was well 
under way. Two very generous 
pledges from industry, plus a 
pleasantly surprising response from 
members, had given the $425,000 
drive a promising start. With these 
initial gifts as a beginning, the 
campaign is gaining momentum as 
individuals, firms and foundations 
become informed of the far-reach- 
ing educational program. 

In sponsoring the four-point ex- 
pansion, the college is taking effec- 
tive steps toward raising the stand- 
ards of both hospital administration 
and public health. The college also 
is carrying out a mandate of the 
founding fathers and the pro- 
visions written into its constitution. 

After the expanded program 
goes into operation, the college 
will be able to present additional 
educational opportunities to prac- 
ticing administrators. Avenues of 
training also will be opened to 
those who wish to make hospital 
administration their career. 

Funds collected will be used to 
finance four major projects over 
a five-year period. Plans for each 
project and probable budgets are: 

|. The expenditure of $50,000 
to help practicing administrators 
keep in step with latest develop- 
ments by promoting inservice edu- 
cation and research. 

For some years the college has 
conducted conferences, seminars 
and institutes at hospital centers in 
the United States and Canada. The 
one or two-week refresher courses, 
led by outstanding educators in the 
hospital and allied fields, have been 
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partly financed in the past by a 
National Foundation for Infantile 
Paralysis grant. About 700 admin- 
istrators have attended the insti- 
tutes. 

With increased funds, the col- 
lege proposes to make more such 
courses available. New institutes 





Regional Committees 


Regional committees have 
been organized to assist in the 
fund-raising drive. There are 
committees for each of the 15 
geographical areas into which 
the college is divided, and the 
regent in. each area is serving 
as committee chairman. Regions 
and chairmen are: 

Region 1, Maine, New Hamp- 
shire, Vermont, Massachusetts, 
Rhode Island and Connecticut, 
W. Franklin Wood, M.D.; Re- 
gion 2, New York, Claude W. 
Munger, M.D.; Region 3, Penn- 
sylvania, Robin C. Buerki, M.D.; 
Region 4, New Jersey, Dela- 
ware, Maryland and District of 
Columbia, Edgar C. Hayhow, 
Ph.D.; Region 5, Virginia, West 
Virginia, North Carolina and 
South Carolina, F. Oliver Bates; 
Region 6, Tennessee, Alabama, 
Georgia, Florida, Mississippi 
and Louisiana, Fred M. Walker; 
Region 7, Ohio and Kentucky, 
Merrill F. Steele, M.D.; Region 
8, Michigan, Albert C. Kerli- 
kowske, M.D.; Region 9, Illi- 
nois, Indiana and Wisconsin, 
Ernest I. Erickson; Region 10, 
Minnesota, North Dakota, South 
Dakota and Iowa, Nellie F. Gor- 
gas; Region 11, Missouri, Ar- 
kansas, Nebraska, Kansas, Ok- 
lahoma and Colorado, Frank R. 
Bradley, M.D.; Region 12, Texas, 
Josie M. Roberts; Region 13, 
New Mexico, Idaho, Montana, 
Wyoming, Washington, Oregon, 
Utah, Arizona, Nevada and Cali- 
fornia, Anthony J. J. Rourke, 
M.D.; Region 14, Eastern Cana- 
da, R. Fraser Armstrong; Re- 
gion 15, Western Canada, Alex- 
ander Esson. 















would be added in additional lo- 


calities. Conferences would be 
opened to administrators who have 
attended previously and who wish 
to expand their horizons, and to 
those who never have participated 
before. Outstanding hospitals would 
become laboratories for a day, and 
conference students would study 
the methods used in prepared 
demonstrations at first hand. 

2. The use of $150,000 to enlarge 
opportunities for formal academic 
preparation for an administrative 
career. 

Eleven universities now offer 
courses in hospital administration. 
A feature of the work is a year’s 
internship under a qualified ad- 
ministrator in an approved hospi- 
tal. Expansion and coordination of 
these formal university courses 
would be possible under the new 
financing. Provisions also would be 
made for continuous curricular 
planning and integrating the in- 
ternship and academic work. 

As the need develops for expand- 
ing university classrooms to meet 
increased demands, it is contem- 
plated that a division of education 
will be set up within the college. 
A program director would be ap- 
pointed to visit the universities 
having hospital administration 
courses and would confer with in- 
structors and students. 

3. The sum of $60,000 would be 
used to develop new testing meth- 
ods for selecting administrative 
candidates. 

A research project would have, 
as its goal, better methods of selec- 
tion of students. It also would en- 
courage scientific examination of 
modern psychological techniques 
in testing. Criteria developed 
through research would be of di- 
rect service to hospitals, trustees, 
administrators, universities and 
students. 

4. The largest single amount — 
$125,000—is for establishment of 
scholarships. 

It is believed that such scholar- 
ships would encourage able young 
candidates and would attract likely 
students of exceptional ability. 
The scholarship program also will 
be available to administrators and 
hospital employees. A leave of ab- 
sence for the purpose of study will 
do much to advance their profes- 
sional growth. 
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Y IMPROVING METHODS of han- 
dling the problems of student 
nurses, the East Liverpool City 
Hospital School of Nursing has 
demonstrated that developmental 
discipline is one of the keys to a 
successful recruitment program. 
On the basis of my experience, I 
believe that inadequate measures 
of discipline offset the results of 
recruitment, and that if concerted 
action is taken, it will result in a 
substantial contribution to the na- 
tion’s nurse power. The potentiali- 
ties of discipline as a recruitment 
front may well be considered by 
hospital authorities, recruitment 
agencies and professional leaders. 
In no professional preparation is 
there a greater need for a recom- 
mendation on the subject of dis- 
cipline than in the development of 
nurses. The lack of quantity and 
quality in nursing services has more 
than casual connection. It is symp- 
tomatic of an underlying cause of 
which a contributing factor is in- 
adequate disciplinary measures. 


Seek Discipline 


Such inadequacies in schools of 
nursing become known. The mod- 
ern high school graduate, aware 
that present-day educators look 
upon discipline as an intimate part 
of education, is influenced in her 
choice of professional schools. 

Desiring neither harsh nor lax 
discipline in the institution which 
she selects, the high school gradu- 
ate discriminates and chooses to 
matriculate in one wherein disci- 
pline, in its true connotation, pre- 
vails. If that is a school of nursing, 
it offers opportunities for varied 
enough experience to compete with 
that offered by institutions prepar- 
ing individuals for other profes- 
sions. 

Since only a limited number of 
schools of nursing offer such op- 
portunity, many desirable candi- 
dates are lost to other professional 
schools. It is a sad commentary on 
the administration of institutions 
undertaking the preparation of 
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nurses that in far too few instances 
is the need met by a thorough pro- 
fessional program. 

It is time that recommendation 
on this phase of nursing education 
be given to administrators of hos- 
pitals and directors of schools of 
nursing. Such recommendation is 
as important as that submitted by 
the National Health Assembly’s sec- 
tion on professional personnel. The 
need for an increase in the amount 
of nursing services of high quality 
is “imperative.” 

If present and anticipated health 
services are to be carried out, it 
is imperative: (1) That the disci- 
pline policy of each school of nurs- 
ing support and sustain its program 
of recruitment; (2) that hospital 
administration forge the mettle and 
spirit of recruitment into the pro- 
gram of professional education, and 
(3) that hospital administration be 
given recommendation other than 
the broad and final ones of the Na- 
tional Health Assembly. Its author- 
ities said: “Nursing education must 
prepare the nurse to render the 
health services required in any 
health program. (It) should be the 
responsibility of institutions of 
higher learning whose primary 
function is education.”’! 

Unless administrators of hospi- 
tals and directors of schools of 
nursing are willing to concede the 
latter point, they should ask why 
it is so. They should take advantage 
of their prerogative to envision the 
scope of an adequate educational 
program for the institutions under 
their management. They should 
sketch some plan for raising its 
professional standards. 

Since nursing education is a com- 
ponent part of the general educa- 
tion program, they may do well to 
emulate such policies and proced- 
ures of modern educators as de- 
velopmental discipline. This is 
guidance that aids the individual 





to achieve the power of self-direc- 
tion. This educational principle is 
based upon that definition of dis- 
cipline which projects it as teach- 
ing—as of a disciple. It is teaching 
that molds, strengthens and per- 
fects the student. It is teaching 
that stresses the positive, expres- 
sive and personal rather than the 
negative, repressive and institu- 
tional aspects of control. 

The current theory of creating 
good will through education— 
which is based upon this definition 
—supersedes the “make-or-break” 
theory that is rooted in the idea 
of training through suffering. It is 
in accord with the ascendant point 
of view. It can give the same 
strong leverage to nursing educa- 
tion that it has given to other pro- 
fessional programs. 


Abandon Methods 


Certain favorable trends show 
that hospital administration has 
abandoned antiquated methods and 
accepted modern theories of dis- 
cipline. These are evidence: (1) 
Wider student participation in the 
formation of their regulations; (2) 
a marked decrease in the number 
of students expelled from schools 
of nursing and (3) a growing sen- 
sitiveness to the responsibilities of 
the school of nursing for providing 
desirable environmental conditions 
and opportunities for development. 

There are, however, unfavorable 
trends that reveal a lag between 
present-day theory and practice. 
Autocratic, reprehensory or pater- 
nal methods of discipline on the 
one hand and utter laxity on the 
other are not likely to develop 
young women capable of disciplin- 
ing themselves and others. Current 
procedure must be constructive and 
flexible. 

Since problems of control pre- 
sent themselves continually as old 
controls breaking down and new 
situations demanding new meth- 
ods, these questions are raised: 
How can a larger percentage of 
students be retained through the 
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twilight zone? How can we devel- 
op students who will be able to 
solve their own inner conflicts, ad- 
just themselves to their associates 
and meet adequately the demands 
of society? How can education be 
improved so students can meet and 
solve more successfully the prob- 
lems of their professional careers? 

These questions challenge ad- 
ministrators to give ample time to 
the development of a program to 
help students attain ability to con- 
trol themselves and direct others. 
Administrators’ emphasis on the 
more material and objective ad- 
juncts of hospital administration 
should be balanced by considera- 
tion of student nurses, partly for 
whose education these things have 
been assembled. 

In view of their responsibility, it 
is imperative that administrators 
know the values of all plans and 
procedures that are used for stu- 
dent self-evaluation and self-di- 
rection. They should provide means 
for using them effectively. They 
should contribute their acumen to 
the lessening of educational wastes 
and deficiencies. It is obligatory 
that administrators play their roles 
well in the expanding programs of 
nursing education. 

In formulating a pattern for im- 
provement of discipline procedures 
in the East Liverpool City Hospital 
School of Nursing, available facts 
were analyzed. Methods used in 
the general educational field were 
studied and applied to the needs of 
the school. The resultant practical 
pattern of procedure that we de- 
veloped recognizes three major 
steps: (1) A study of present con- 
ditions; (2) learning the desirable 
techniques of the disciplinarian 
and (3) setting up the points of 
approach. . 


Study of Conditions 


Detailed studies must be made if 
administrators of student affairs 
are to know conditions in their own 
situations. These studies cover the 
following points: 

|. Disciplinary problems: Records 
of extended periods need to be kept 
to determine the nature and fre- 
quency of problems. The offenses 
which appear frequently may point 
to weaknesses of the specific insti- 
tution. 

2. Constituted authority: The fit- 
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ness, personality, willingness and 
training of the constituted disci- 
plinary authorities will determine 
the value of the institutional pro- 
gram. These authorities must be 
selected with care. The adminis- 
trative position cannot be taken as 
assurance that the individual has 
the qualifications of a good disci- 
plinarian. 

The practice of assigning disci- 
plinary responsibilities to a person 
or committee is not criticized. Such 
a person might be a director of 
nursing. She must carry certain 
disciplinary duties and responsi- 
bilities regardless of whom she 
may delegate counseling and guid- 
ance. Or it might be a student- 
personnel counselor. 

It is recommended that the per- 
son or persons be appointed with a 
view to having, in addition to train- 
ing and experience, the necessary 
attributes of a disciplinarian. The 
attributes are intelligence, tact, 
discernment, good judgment, pa- 
tience, loyalty, sympathy, persist- 
ency and a sense of humor. She 
should possess, also, ability to be 
composed, remain silent, discrimi- 
nate between issues, eliminate 
prejudices and refrain from impos- 
ing solutions. 

3. Institutional resources: It is im- 
portant to know what are the insti- 
tutional resources in regard to: 

Specialists: The school that has 
the gratuitous services of physi- 
cians, psychologists and psychia- 
trists is fortunate. Wherever pos- 
sible their assistance should be 


incorporated in the treatment of 
students with problems. 

Records: The importance of ade- 
quate, readily-available cumula- 
tive records cannot be overempha- 
sized. It is desirable that the hos- 
pital and the school of nursing 
authorities have information of 
students’ secondary school work. 
Good discipline requires a knowl- 
edge of all possible data. Perma- 
nent records are essential. 

Office space and equipment: 
Adequate office space, suitably 
equipped, creates a satisfactory at- 
mosphere for dealing with students 
with problems. Privacy and free- 
dom from interruption are neces- 
sary for rapport between counselor 
and counselee. 

4. Rules and regulations: There 
should be a careful study of the 
psychological basis of all rules and 
regulations that guide student af- 
fairs. The physical and mental 
characteristics must be considered. 
The probable effect of these rules 
on the individual student nurse and 
on the student group must be 
weighed. 

Rules and regulations must be 
examined in respect to present 
needs. No set of rules should be 
static nor maintained through tra- 
ditional influences. They should 
be scrutinized frequently and made 
to conform to changing conditions. 
Since detailed rules and regula- 
tions meet with disapproval and 
are a hindrance to constructive 
discipline, it is important they be 
dropped. 








Name: 


Date: 








Age: 


__.voluntary 
Interview 





Statement of Problem: 


Apparent Problem: 


Underlying Problem: 


Disposition of Cases 


Counselors 


___involuntary 











INFORMATION of the student's disciplinary problem is recorded on this case-study form. 
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Certain restrictions are advisable 
- in some situations, but these should 
be as flexible and reasonable as 
possible. 


Desirable Techniques 


Under any system, there always 
is the possibility of some miscon- 
duct. These are recommendations 
for handling such incidents: 

1. It is essential to know all the 
facts about each act and to study 
the whole personality of each de- 
linquent. Most facts can be secured 
from the offender by a disciplina- 
rian who is an intelligent observ- 
er, a good listener and trained in 
the art of directive counseling. The 
competent counselor can listen, 
without interrupting, to the prob- 
lem story of the counselee, mirror 
it back to her and elicit suggestions 
for the solution of her own prob- 
lem. 

2. It is necessary that each stu- 
dent be skillfully diagnosed. This 
requires consideration of the fol- 
lowing questions: What motives 
prompted the misconduct? When 
did it occur? Was it the result of 
impulsive or deliberate action? 
How often has it been repeated? 
What are the effects on the indi- 
vidual, the institution, the com- 
munity and the profession? 

3. It is important that a course 
of treatment based on sound thera- 
peutic procedures be planned to 
aid the student in achieving self- 
evaluation, self-direction and self- 
dependence. Discrimination is re- 
quired to select the underlying mo- 
tives from the apparent symptoms. 
Treating symptoms in behavior 
problems is comparable to treating 
symptoms in disease; it probably 
is of as little value. Treatment must 
be based on underlying factors if 
the remedial measures are to be 
effective. 

4. It is obligatory that all con- 
fidences be respected, and that the 
individual student be left with the 
feeling that her affairs have been 
sympathetically, justly and intelli- 
gently handled. 

5. The counselor should regard 
the counselee as a potential coun- 
selor. Building for the future is an 
important link in the program. 


Points of Approach 


The points of approach to the 
formulation of a program of de-~ 


56 





velopment of discipline should in- 
clude a functional plan and basic 
tenets. 

1. The functional plan: The plan 
must be well organized to include 
as a minimum: (1) The adminis- 
tration of selection, (2) the ad- 
ministration of orientation (clarity 
of goals and clarity of direction), 
(3) the administration of guidance 
(health, counseling and psychiatric 
services), (4) extracurricular ac- 
tivities, (5) follow up, and (6) 
records (cumulative personnel, 
secondary school, personality and 
permanent). 

A case-study form should be 
drawn up for recording informa- 
tion about the handling of the 
problem (see illustration). It 
should also contain information on 
such pertinent matters as family 
history, environmental conditions 
and personal history. Through this 
collection of data and complete 
analyses, the counselor has the 
essential material to interpret the 
individual’s problem in relation to 
the total situation. It presents a 
factual picture that always lessens 
and often eliminates the need for 
hedging on problem solution. 

2. Basic tenets: The following 
basic principles are recommended. 
The apparent and underlying prob- 
lems of example situations, with 
minor variations, are familiar and 
may be duplicated many times. The 
names are fictitious. 

The primary requisite is an un- 
derstanding of character education. 
The correction of weakness in 
character should be regarded as 
vitally important as the correction 
of weakness in academic matters. 
» Mary Smith, a senior student, 
voluntarily reported taking drugs 
from the medicine cabinet for rela- 
tives who were unable to purchase 
them. 

Treatment under former meth- 
od: This would have resulted in 
dismissal. 

Treatment under present meth- 
od: The student, at her request and 
according to her evaluation, was 
allowed to reimburse the hospital 
for the cost of the drugs. 

Points made in conference: Cus- 
tody places on the student an obli- 
gation for keeping trust. Drugs 
have therapeutic value. A lack of 
drugs will have a dire effect on a 
patient’s life in an emergency. It 








is unfair to the nurse in charge of 
supply. The value of the drugs was 
compared with the value of in- 
digent care that could be purchased 
at the per capita per diem rate. 
Emphasis was placed on the most 
serious loss — honesty -—— an impor- 
tant block in the foundation of 
character. Attention was directed 
to the nurse’s own conclusion, 
“Much better not to have anything 
to hide.” The student’s courage to 
report a weakness of character was 
commended. In reality, it revealed 
strength of character. 

Result: The ‘student nurse’s in- 

ner respect was restored and her 
outlook was improved. An excel- 
lent nurse was saved for the pro- 
fession and public relations was 
enriched by family support. 
—Administrators of student af- 
fairs must recognize their obliga- 
tion to provide prospective nurses 
with opportunities for development 
of a philosophy of living. 
» Marie Jones was accepted as 
transfer student with no credit al- 
lowed for previous nursing educa- 
tion. She had left the first school 
after misconduct for which. she 
apologized to the head nurse in the 
presence of the student body. In 
recognition of the fact that the 
student made a public apology, the 
second school considered the stu- 
dent worthy of an honorable with- 
drawal rating. Therefore, contrary 
to its usual policy the second school 
admitted her. 

Treatment under present meth- 
od: The student was diagnosed as 
a maladjusted person, with imma- 
turity being a contributing factor. 
Special conferences were held on 
self-evaluation, self-direction and 
self-dependence. She was assigned 
for reading, ‘The Doctor in the 
Making,” “Art of Leadership,” 
and ‘Personality and Life.’’4 

Result: Student’s fundamental 
thinking on matters concerning 
ethics, parents, church and society 
changed for the better. As a junior 
student, she accepted and bene- 
fitted by criticism. As a senior stu- 
dent, she needed only minimum 
supervision and never exceeded 
authority. Time and effort spent 


‘with the student paid rich divi- 


dends. An excellent student, well- 
qualified, poised and professionally 
and socially balanced was saved 
for professional nursing. The good 
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will of the family and a large circle 
of friends in the community made 
» valuable contribution to public 
relations program of school of 
nursing and the hospital. 

Discipline must be distinguished 

from punishment. Discipline fo- 
cuses attention on the student to 
produce a disciple. Punishment fo- 
cuses attention on the offense and 
a penalty is exacted. 
» Nancy Davis, a junior student, 
gave a wrong medication. She was 
brooding over some personal mat- 
ters. 

Treatment under former meth- 
od: Because of the publicity, the 
nurse might have become so un- 
eomfortable that she would with- 
draw. She might have been tem- 
porarily suspended or, in extreme, 
dismissed. 

Treatment under present meth- 
od: A special course in pharma- 
cology was given during the stu- 
dent’s free time. She learned the 
dangers of giving wrong medica- 
tions and was encouraged to ana- 
lyze procedure. 

Result: A student well versed 
and competent in giving medica- 
tions; no publicity; no maladjust- 
ment; no stigma-complex. A com- 
petent nurse was saved for pro- 
fessional nursing. She desires to 
assist student nurses in difficult 
situations. Instead of resentment, 
which usually attends punishment, 
the student nurse has the feeling 
of being a disciple, receiving from 
the teacher and passing what is 
learned to others. 


Social Angle 


Irregularities of the individual 
should be viewed as social prob- 


lems. All irregularities become 
social problems when the student 
body becomes aware of them and 
begins to adopt them. Early cor- 
rection must be made. Group obli- 
gation transcends individual obli- 
gation; responsibility to the group 
must be respected. 
» Dorothy Lansing, a junior stu- 
dent, and her boy friend spent free 
evenings in a tavern rather than in 
the parents’ home in the same city 
or in the nurses’ residence. There 
was a conflict between the student 
and her mother over entertainment. 
Treatment under former meth- 
od: Hospital publicity and dismis- 
Sal. 
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Treatment under present meth- 
od: The mother was invited to 
conferences and told about de- 
linquency and why the school dis- 
approved of the student’s actions. 
The student was told the dangers 
of drinking, of her unfairness to 
herself, the student body and the 
profession to which she aspired. 

Result: The mother agreed to 
the entertainment of her boy friend 
at home. There was no further need 
to visit taverns. There was no 
publicity beyond the student group. 
Her reputation was saved. She was 
graduated and married. Appreci- 
ation that school authorities 
cared sufficiently to act in liaison 
capacity among student, family, 
student body and the school of 
nursing showed up in more coop- 
eration from the student body. 

Discipline must be directed from 


the prospective, rather than the 
retrospective angle. The preven- 
tion of misconduct is accomplished 
through group activities and other 
elements of social and physical en- 
vironments. 

» Harriet Johnson, a pre-clinical 
student, brilliant but boisterous, 
was given to wise cracking and 
made curt remarks to patients. One 
patient’s husband was offended. 

Treatment under former meth- 
od: The matter would have been 
ignored, with hope that in time it 
would be corrected. If it had been 
too pronounced, the nurse would 
have been temporarily suspended; 
dismissal not likely. 

Treatment under present meth- 
od: The facts were realistically 
portrayed to the student and there 
was an immediate reaction for the 
better. The student went out of 
her way to be nice to this patient 
and to say something pleasant but 
respectful to the husband. A study 
was made of the student’s out- 
standing personality traits, special 
abilities and disabilities, special in- 
terests, energy, attitudes and adap- 
tability. She was assigned heavy 
responsibilities for group activities 
to keep her mentally and physi- 
cally occupied. 

Result: Rapid development, pop- 
ularity in contrast to early unpopu- 
larity. She became a well-balanced 
graduate nurse because discipline 
was aimed at her true level and 
her capabilities were directed in 
constructive channels. 

Careful analysis should be made 
of rules and regulations. Students 
should understand the few rules 
that are imposed. Their coopera- 
tion is necessary if rules and regu- 
lations are to be effective. 

Former methods of discipline 
made the act of coming in late by 
way of fire-escapes a matter to be 
regarded lightly by students and 
associates. Friends knew of this 
and laughed with students. Stu- 
dents were reprimanded, tempo- 
rarily suspended and dismissed. 
But disregard of the rule continued. 
Many have come and gone via fire- 
escapes, always in the spirit of 
“putting something over.” 

Present method of discipline: 
The late student enters the front 
door, regardless of the hour. No 
one reprimands her at the time. 
The student leaves a note in the of- 
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fice of the director of nursing and 
reports to her the following morn- 
ing. Results are those determined 
in a conference usually attended 
by a representative of the student 
group. 

Result: The rule is observed 
closely. Students resent remarks 
about fire-escape entrance and 
exit. The student body upholds its 
honor. 

Disciplinary committees should 
be replaced by an individual coun- 
selor. The individual who possesses 
the essential qualities of a disci- 
plinarian and has been entrusted 
with disciplinary power can do 
more constructive work with a de- 
linqguent than can a committee. 
Such an individual can establish 
the rapport with students that will 
reveal the motivating factors of the 
delinquency. She can assist them in 
avoiding a repetition of the causal 
pattern and aid the student in 
achieving self-direction. In this 
way, students are protected from 
publicity. They are left with the 
feeling that the treatment has been 
for their developmental interests. 


Faculty Cooperation 

Close cooperation between the 
various faculty members is essen- 
tial. Contributions from various 
angles help to evaluate the situa- 
tion in the light of the total situa- 
tion. Modern educators feel that 
the faculty as a whole is respon- 
sible for the students’ program, the 
curriculum and for the entire 
moral, social and intellectual fabric 
of the institution. There must be no 
pulling of influence over group or 
individual matters. The issues must 
never be confused. 

Cases in which underlying causes 
are not apparent, or whose nature 
requires skilled services, should be 
referred to clinicians for study. 
» Gertrude Post, a freshman, os- 
tensibly worried about her nursing 
ability or her theoretical standing. 
In reality her worries were induced 
by other conflicts. Her conflicts 
were so deep-seated and complex 
that customary conferences and 
physical examinations could not 
plumb the depths. 

Treatment under former meth- 
od: This would have been allowed 
to drift until there were serious 
developments, attendant publicity 
and dismissal. 

Treatment under present meth- 
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od: The student was referred to a 
psychiatrist who uncovered bad 
habits that finally would have be- 
come a serious detriment to the 
student body. 

Result: The student was told 
how to correct her habits and ad- 
vised to seek other means of liveli- 
hood. She was assisted in finding 
employment in which her condition 
did not matter. A follow-up was 
indicated. She had accepted advice 
on the correction of her habits. She 
was satisfied with her work and 
her outlook on life changed for the 
better. 

Each case is unique but must be 
considered in the light of the total 
situation. 
>» Margaret Reynolds, an efficient 
senior, broke the long-standing 
rule prohibiting marriage while in 
training. She tried to keep the 
marriage a secret with the hope 
that she could complete her course 
before the marriage was discov- 
ered. But the marriage was dis- 
covered. 

Treatment under former meth- 
od: The student would have been 
expelled. 

Treatment under present meth- 
od: The student was given dishon- 
orable dismissal. The conclusion 
was based upon the well-known 
rule (published in the school cata- 
log and discussed in the profes- 
sional adjustments class) that the 
student could have requested an 
honorable withdrawal. It would 
have been so recorded on her rec- 
ord and would have given her the 
privilege of reinstatement if or 
when widowed. The defiance of all 
parental and professional teaching 
was taken into consideration. She 
lost the privilege of graduating in 
a iew weeks. Her reliance on 
scholastic standing and an un- 
marred record of conduct could not 
stand against the rule which has 
to apply equally to the entire 
group. 

Result: The loss of a nurse for 
professional nursing and partial 
loss of family support in public 
relations. There was a gain of stu- 
dent cooperation that more than 
compensated for the loss. Students 
resented the affront that had been 
given by a member who had every 
reason to appreciate educational 
advantages. The students appreci- 
ated the fact that the rule was up- 


held to the letter. The studen's 
immediately displayed a spirit of 
increased loyalty. 

There are difficulties in any pro- 
gram for reducing the number of 
problems of misconduct and for 
dealing with delinquency. Very 
little is known about moral proc- 
esses. Knowledge concerning our 
students is inadequate. Our efforts 
toward constructive work are 
limited by time. We have a short- 
age of trained assistants. There is 
a mistaken concept of discipline 
and a lack of willingness to accept 
disciplinary résponsibility in the 
hospital, nurses’ residence and 
public places. Administrative au- 
thorities lack “being fired by a 
spirit of service.’ 

Despite the difficulties, invest- 
ment in a constructive program 
will pay rich dividends. Directors 
of schools of nursing, who are 
assigned disciplinary responsibili- 
ties, and administrators of hospi- 
tals, who in the final analysis are 
responsible, are in a strategic posi- 
tion to modify or eliminate present 
undesirable factors. They can set 
up desirable objective conditions 
for the development of an increas- 
ing number of self-disciplined indi- 
viduals capable of intelligent solu- 
tion of their own and _ others’ 
problems. 

Such action will give impetus 
to the quantity and quality of 
nursing services. The opportunity 
to provide disciples of good will for 
the school of nursing should not be 
overlooked by an administration to 
which recruitment, at present, is 
an important but only partially 
effective matter. Recruitment of 
nurses will become increasingly 
effective under the guidance of the 
modern concept of human man- 
agement. 
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Income Adjustments 


The Association’s 1948 rate survey 
shows that local government payments 
are still below reimbursable costs 


in red ink had no alternative 
but to pass along to the patient a 
share of the burden of meeting 
higher 1948 costs. This they did, but 
the ink used in closing the 1948 
books still was red if trends are an 
indication. 

How voluntary general hospitals 
sought to adjust income to meet the 
higher costs is shown in the Ameri- 
can Hospital Association’s 1948 rate 
survey recently completed. Daily 
room charges were increased, all- 
inclusive rates were less popular 
and more special service charges 
were added. 

But one traditional inconsistency 
remained. City, county and state 
governments, as of July 1948, were 
not meeting the costs of hospital 
care for indigent patients. Actually, 
the situation was getting worse (see 
table). 


Hin tea THAT WROTE off 1947 


Deficit Absorbed 


In 1947, the average voluntary 
hospital absorbed a $2.20 deficit for 
each patient day of care paid for 
out of state and local government 
funds. In 1948, this deficit went to 
$2.58. State and local governments 
were paying more for the care they 
financed, but their payments had 
not kept pace with rising costs as 
measured by the federal govern- 
ment reimbursable cost formula. 

Local government payments in 
the Pacific states were farthest out 
of line. Reimbursable costs aver- 
aged $13.85 per patient day and 
local governments were paying only 
an average of $7.80. This left a $6.05 
per diem deficit for the voluntary 
general hospitals to absorb. 

Percentagewise for the country, 
both local government per diem 
payments for indigent care and 
federal government reimbursable 
Cost rates increased about 20 per 
cent from 1947 to 1948. 

‘here were adjustments also of 
charges to paying patients. Each 
ad} ustment meant a higher hospital 


JANUARY 1949, VOL. 23 


bill. The average of the most com- 
mon daily rates charged full-pay 
patients increased for all types of 
rooms in 1948. The average amount 
of increase was the greatest — 92 
cents — in rooms occupied by one 
person and the least — 72 cents — 
in multi-bed rooms. 

A listing of average most com- 
mon daily room charges for the two 
years shows: 


Type of Room 1947 1948 
One person $8.57 $9.49 
Two person 6.68 7.53 
Multi-bed 5.59 6.30 


The most frequently charged 
single room rate was $7 in 1947, 
$8 in 1948. 

Hospitals usually charge for the 
day of admission, but practice 
varies widely on charging for the 
day of discharge. The 1948 survey 
charted these practices. 

Of the reporting hospitals, 54.7 
per cent charged for either the day 
of admission or the day of dis- 
charge, never both. 

Another 15.4 per cent calculated 
hospital days on the basis of a 
charge for each 24-hour period 
from admission time. (Of these, two 
out of three charged for a full day 


of discharge for patients released 
during the last 24-hour period and 
one out of three hospitals charged 
for only a part of the day of dis- 
charge.) 

Rate Analysis 


A definite check-out hour for 
basing charges was used by 24.5 per 
cent of the hospitals. (Of these 14.1 
per cent charged for the day of ad- 
mission and a full day of discharge 
after a stated check-out hour, 
while 10.4 per cent charged for the 
day of admission and for only a part 
of the day of discharge.) 

Few reporting hospitals had an 
all-inclusive rate for all types of 
patients and a few extended this 
arrangement only to patients in 
wards. Yet a substantial number 
of hospitals—though fewer than in 
1947 — charged on the flat-rate 
basis for obstetrical and tonsillec- 
tomy patients. In 1947, one out of 
three hospitals had an all-inclusive 
rate for tonsillectomy patients; in 
1948, only one out of four had. 
Similarly, only one in five hospitals 
had an all-inclusive rate for ob- 
stetrical patients in 1948 compared 
to one in four during 1947. 

That all-inclusive rates are be- 
ing dropped is another indication 
that hospitals needed a more flex- 
ible basis for adjusting income to 
rising costs. 

The full report on the rate survey 
was scheduled for mailing to mem- 
ber hospitals late last month. The 
data in the study are classified ac- 
cording to bed size and ownership 
of hospitals. State, regional and 
national totals and averages are 
shown. 








A Case for the Reimbursable Cost Formula 
Federal Local Local 

reimbursable indigent care indigent care 
Regions cost rates rates deficiency 

1947 1948 1947 1948 1947 1948 
New England $8.74 $10.68 $5.15 $6.96 $3.59 $3.72 
Middle Atlantic 8.05 9.54 564 686 2.41 2.68 
South Atlantic 7.8 | 9.35 580 7.59 2.01 1.76 
East North Central 8.23 9.65 6.35 — 7.39 1.88 2.26 
East South Central 6.77 3 5.69 6.85 1.08 .88 
West North Central 6.72 8.13 5.46 5.85 (2a 226 
West South Central 7.43 8.38 SiS 6.72 LZ 1.66 
Mountain 7.08 9.05 6.16 6.44 S52. GI 
Pacific 11.00 13.85 7.30 7.80 3.70 6.05 
United States 8.02 9.58 5.82 700; 2.20 «2358 
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Self-Criticism 


HOSPITAL ADMINISTRATORS are prone to self-criti- 
cism. This is a good trait, but it can be carried to 
extremes with unfortunate results, rather than 
the improvement intended. 

Hospital convention papers and hospital liter- 
ature are replete with statements to the effect 
that the hospital field has been slow in developing 
proper accounting, has lagged behind industry in 
adopting personnel procedures, is less efficient in 
using scientific purchasing methods, etc., ad nau- 
seum. 

The fact is that in no other field must a chief 
executive officer carry such diverse responsibil- 
ities. The hospital administrator is required to have 
a working knowledge of techniques in every sub- 
division of hospital activities, a knowledge require- 
ment beyond the capacity of any but the most 
able and experienced. 

Beyond this, it devolves on the administrator to 
keep an uneasy balance among board members or 
public officials controlling hospital administration, 
the patient being served, and a medical staff work- 
ing in the hospital with minimal control from 
representatives. of hospital ownership. Here is a 
management relationship that is endlessly de- 
manding in diplomacy, experience and knowledge. 

Most significant of all, the hospital does not 
have as its primary and simple aim the develop- 
ment of profits, as does a store, factory or hotel. It 
is concerned with life-and-death problems of car- 
ing for the sick, with natural but unreasonable 
demands of those being served which relate to 
even the simplest procedures being judged by 
apprehensive sick people. 

Studying hospital administrators at institutes, 
hospital meetings or individually has demonstrated 
repeatedly that they are alert and competent per- 
sons who can hold their own with any counter- 
parts in industry. Faculty members at institutes, 
often drawn from industry, are repeatedly im- 
pressed by the ability found in hospital executives. 

It is time that hospital people, in judging per- 
formance within the field, do so on the basis that 
improvement is possible, rather than on the fac- 
ulty basis that some other group is performing 
much better, or would have done a better job. 
There is little proof that such an argument can be 
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substantiated, and it brings little encouragement 
to those struggling with the difficult task of man- 
aging hospitals. 
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Fund Raising Is Business 


IT HAPPENS EVERY SO OFTEN. A community is to 
have a new hospital, and the first big job is to raise 
money. A building fund committee looks around 
for some professional help. 

The sum to be raised is modest, and the nation- 
ally known fund-raising organizations have all 
they can do at the moment. Someone suggests the 
name of a small operator. He is summoned for an 
interview. He seems to know everybody in the 
hospital business. He has more than enough per- 
sonal references. He passes muster and is signed 
to a contract. 

The contract calls for a flat fee, which is to 
cover a list of specific campaign expenses and leave 
the fund raiser a reasonable reward for his services. 

A campaign office is opened, a kick-off dinner 
organized, brochures and handbills are printed, 
and the drive opens with impressive fanfare. Can- 
vassing for pledges eventually nears the close, and 
it is plain that the goal will not be reached. It is 
also plain that the fund raiser has become hard 
to find. 

Then the painful truth unfolds. Printer, hotel 
manager, telephone company manager and other 
local merchants call on the building fund com- 
mittee. They want to know who is to pay these 
bills that the fund raiser left behind. 

At the end of such an experience it is not hard 
to find the flaw. Nobody checked the fund raiser’s 
business references, or even asked for them. 

Many communities face a similar hazard in these 
days of hospital plant expansion. A handful of 
citizens with no experience find themselves with 
an assignment that is noted for its pitfalls. They 
may think they need no help, which usually is 
wrong. They may recognize the need, but not 
know how to proceed. 

While no formula is failure-proof, an inexperi- 
enced fund-raising committee can minimize the 
hazard by observing these simple precautions: 

1. If the sum needed is substantial, employ pro- 
fessional fund-raising counsel. 

2. Pay for these services on a flat-fee basis, 
rather than percentage of the amount raised. 

3. Hire the services of a well-established hos- 
pital fund-raising company if possible. 

4. If none is available, accept only a person or 
company that (a) has conducted at least one suc- 
cessful fund-raising campaign of some kind, and 
(b) has good business references. 

Soliciting money in a community, no matter how 


HOSPITALS 





















































til 








nent 
nan- 


is to 
raise 
und 


lon- 
all 
the 
r an 
the 
per- 
ned 


3 to 
ave 
ces. 
ner 
ted, 
‘an- 
and 
cis 
ard 
»tel 
her 


m- 
ese 


ard 






















Bs aon 






Rear inne 






a than a Poa 



















ae bo LIAS SO a a REL Ee ANORTESIEEog fy 


charitable the purpose, is strictly a business, one 
in which personal honor and mutual trust are 
essential. Most professional fund raisers are en- 
tirely trustworthy, and those who are will not 
object to having their business references checked. 





Trustee, After 16 Months 


AT THIS STAGE of its adolescence, TRUSTEE is found 
to be in very healthy condition, even though it 
has been neglected by some of its guardians. 

TRUSTEE was born about 16 months ago at a 
time when everyone seemed to have more than 
enough reading matter to occupy the spare mo- 
ments. One question was whether board members 
could be induced to read something more, no 
matter how useful it might be. Another question 
was whether anything could be put between cov- 
ers that would really be useful. 

All the evidence at hand today amounts to an 


answer of yes to both questions. This evidence. 


consists of unsolicited comments from readers. 
Letters by the score have come from administra- 
tors and board members alike, and almost without 
exception these have been commendatory. 

Two administrators, on behalf of medical staff 
members, have questioned the propriety of pub- 
lishing one article that criticized the national pub- 
licity antics of a medical specialty group.-One 
administrator has reported failure to interest his 
board members in subscribing. Another has can- 
celled all subscriptions on the grounds that his 
board members were not reading the journal, and 
another has cancelled all subscriptions without 
explanation. 

TRUSTEE undoubtedly has aroused some critical 
thoughts in the minds of its readers, but when 
the record shows so few complaints and so many 
messages of praise and encouragement, this con- 
clusion appears to be justified: Governing board 
members can make good use of an educational 
journal, and TRUSTEE is meeting the requirements 
of such a journal, where it is given a chance. 

TRUSTEE now has 11,000 readers, its growth has 
been steady, and presumably this will continue. 
Nevertheless its coverage of the field remains 
spotty. 

Many member hospitals that originally sub- 
scribed for all board members have renewed for 
them all. A good many started with the executive 
committee but now subscribe for all members. 

A large minority of member hospitals have 
failed to enter any subscriptions, and some admin- 
istrators still have not sent in the names of their 
presidents who are entitled to a copy without 
extra charge. The members of this minority appar- 
ently do not recognize TRUSTEE for what it is, an 





JANUARY 1949, VOL. 23 











Association service, which can be only as useful 
as the administrator wishes it to be. 

TRUSTEE will return maximum benefits only if 
the administrator sees that board members receive 
it, are encouraged to read and discuss it, and if 
the administrator then puts this more intelligent 
interest to work on his hospital’s problems. 

At the end of 16 months, this service is reaching 
fewer than half the governing board members in 
America. If it is as valuable as the evidence indi- 
cates, then members who neglect to promote 
TRUSTEE are in reality neglecting an opportunity. 





oe 


Blue Cross Proceeds Alone 


A RESOLUTION adopted by the Board of Trustees 
on December 11 clears away. the first big hurdle 
to unlimited expansion on voluntary prepaid health 
insurance. This resolution authorizes the formation 
of Blue Cross Health Service, Inc., and Blue Cross 
Association. 

Blue Cross Health Service, Inc., is to be an in- 
surance corporation through which large-scale em- 
ployers can sign a single contract and in this way 
extend Blue Cross protection to their employees 
anywhere in the United States. 

As originally conceived, the contract would cover 
both hospitalization insurance through Blue Cross 
and medical care insurance through Blue Shield. 
A month ago, however, the House of Delegates of 
the American Medical Association declined to ap- 
prove participation by the Blue Shield plans. As 
explained in the news section of this journal, Blue 
Cross will now proceed alone and in such a way 
that Blue Shield may join later. 

In reporting this development, at least one news- 
paper has interpreted it as “an open break” between 
the American Hospital Association and the Ameri- 
can Medical Association. There is no basis for such 
an implication. 

When the quality of medical care is threatened 
by a federal compulsory health insurance program, 
physicians and hospitals have nowhere to stand 
but together. The American Hospital Association 
believes it necessary, first, to expand voluntary 
prepayment facilities as far and as fast as possible. 
The American Medical Association sees public 
education against the evils of government medicine 
as the first step. 

Both approaches are needed, and certainly each 
complements the other. When physicians were 
ready two years ago to promote voluntary prepay- 
ment on an individual area basis, they found that 
hospitals already had prepared the ground. If and 
when physicians are ready to join in a national 
program, again they may expect to find the sod 
broken and the seed planted. 
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Forms That Meet Current Needs 


How a standardization committee simplified, in format 
and number, the clinical records for federal hospitals 


commonplace that often we 
do not recognize them for what 
they are—and they are an all-life 
matter. Today, it is illegal to be 
born in the United States unless a 
form, the birth certificate, is com- 
pleted and filed with the proper 
authorities. When we die we can- 
not be buried until another form, 
a death certificate, is filled out. Be- 


R°wom FORMS have become so 


HAROLD F. DORN 
PUBLIC HEALTH SERVICE 
FEDERAL SECURITY AGENCY 
WASHINGTON, D.C. 


tween the periods of birth and 
death our daily comings and goings 
are recorded on thousands of forms. 

Many of the record forms are 
completed in the hospitals of the 
country. During 1948, forms prob- 
ably were completed for about 
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FOR EASIER reading, the heading is at top of the front and foot of the back of each page. 





16,000,000 hospital patients and 
several million additional outpa- 
tients. The number of different 
records for the same type of case 
probably was nearly as large as 
the number of different hospitals 
where treatment was given. 

Just the magnitude of the job is 
enough to indicate that every hos- 
pital should review: its standard 
forms to make sure that they serve 
current needs. It was recognition 
of this fact that led to the appoint- 
ment of the federal government’s 
Interagency Committee on Medical 
Records to study both clinical 
records and medical examination 
forms. 

In December. 1945, President 
Truman appointed Dr. Harold W. 
Dodds, president of Princeton Uni- 
versity, chairman of a committee 
to study the medical care provided 
by the various government agen- 
cies. This committee was known as 
the Committee on Integration of 
the Medical Services of the Gov- 
ernment. The committee members 
submitted a report to the Presi- 
dent in June 1946 recommending, 
among other things, the establish- 
ment of a committee to study med- 
ical records in use by federal med- 
ical agencies. 

In the autumn of 1946, the In- 
teragency Committee on Medical 
Records was established. It had 
representatives from the Army, 
Navy, Public Health Service and 
Veterans Administration. This 
committee had a broad mandate to 
review all medical records used by 
federal agencies and to develop 


‘ standard forms for all agencies. 


Although no set of records will 
guarantee a high quality of medi- 
cal care, an adequate set of care- 
fully prepared clinical records is 
an indication of good medical care. 
Moreover, the careful recording of 





Mr. Dorn is chairman of the Interagency 
Committee on Medical Records which has 
worked out the simplification procedure for 
the forms described. 

Non-government hospitals may order the 
forms from the Government Printing office. 
Additional information concerning the 
forms and their use may be obtained by 
writing to Mr. Dorn, Division of Public 
Health ie Public Health Service, 
Washington 25, D.C. 
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{ial for a high quality of medical 
care. Every intern should be trained 
in the completion of an adequate 
set of clinical records. Although we 
admit the value of a comprehen- 
sive set of clinical records, the 
record room frequently is one of 
the most neglected parts of the 
hospital. 

The use of common medical rec- 
ords is especially important for 
federal medical services. A bene- 
ficiary of the Veterans Adminis- 
tration may be treated in a hospital 
operated by the Public Health 
Service, the Army or the Navy. 
Since a member of the armed 
forces treated in a military hospi- 
tal during service may become a 
beneficiary of the Veterans Ad- 
ministration after discharge, the 
exchange of medical data among 
agencies is frequently required. 

Last spring the committee mem- 
bers reached an agreement on 
a basic set of 35 clinical record 
forms believed to be adequate for 
the majority of _patients admitted 
to a general hospital. These were 
recommended for standardization 
to the Bureau of the Budget, which 
promulgated regulations governing 
their use by all federal agencies, 
on August 26, 1948. The forms now 
are being printed by the Govern- 
ment Printing Office. 

Of the 35 forms (see table) 13 
are laboratory reports and one is a 
radiographic report similar in de- 
sign to the laboratory reports. One 
form necessary in a complete clini- 
cal record series is not included. 
This is the sheet containing ad- 
ministrative information concern- 
ing the patient. It is known as the 
face sheet or the admission sheet. 
The requirements for administra- 
tive data vary so widely among the 
federal agencies that the use of a 
common face sheet for the clinical 
record series was considered im- 
practical at the present time. 

The committee members felt that 
a clinical record is incomplete un- 
less it is summarized. Two forms 
are provided for this purpose, a 
narrative summary prepared by 
the physician or surgeon handling 
the case and a diagnostic summary. 
The diagnostic summary contains 
an excerpt from the standard cer- 
tificate of death for entering the 
cause of death, if necessary. 
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professional information is essen- . 


The forms are designed to be 
bound at the top and are printed 
head to foot so that the back of 
the record may be read when the 
record is turned. Space for the pa- 
tient’s name, register number and 
ward number is left at the bottom 
of each form except that of the 
laboratory reports, on which it ap- 
pears at the top. Space for the 
name of the hospital also appears 
on the bottom of each form. The 
title of the form is repeated in the 
lower right hand corner of each 
form for ease in identification after 
binding. 

This format and method of bind- 
ing provide the best use of the 
available space on the forms and 
make each form readily accessible 





after binding in the clinical record 
folder. 

In addition to the usual identi- 
fication items, the diagnostic sum- 
mary, the narrative summary and 
the consultation sheet contain 
space for the identification number 
and organization of the patient. 
Although these items are not nec- 
essary for hospital use, it is planned 
that these forms will be used in a 
health record for military person- 
nel. This is being developed by the 
Interagency Committee. 

Standard form 507—report on or 
continuation of — deserves special 
mention. This form serves either as 
a continuation sheet for other 
forms in the series when more 
space is required, or as a separate 
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form for a number of purposes. 
These purposes may be physical 
therapy, occupational therapy and 
social history for which special 
forms are not included in the 
series. In this way the number of 
separate forms has been reduced. 

The widespread use of whole 
blood and blood elements for hos- 
pital patients led to the inclusion 
of a blood transfusion form. This 
record contains space for the or- 
iginal order for blood, certification 
and cross matching and transfu- 
sion record. All of this is on the 
same page in order to reduce er- 
rors to a minimum. 

This series of clinical forms does 
not contain any forms for particu- 
lar diseases. Although many hospi- 
tals use special records for patients 
with tuberculosis, diabetes, cancer 
or similar diseases, the committee 
members felt that the inclusion of 
such forms would increase unnec-~ 
essarily the number of record forms 
for a general hospital. Consequent- 
ly, in this series there are general 
purpose forms which can be used 
for all types of cases. 

Considerable argument arose 
over the temperature scale to be 
used on the temperature, pulse and 
respiration form. Since some hos- 
pitals use the Fahrenheit while 
others use the centigrade scale, 
both scales are included on the 
form. The two scales are not con- 
vertible in integral degrees, hence 
the scale for centigrade degrees has 
a maximum error of 0.05 degrees. 

The committee members are con- 
sidering a small number of special 
forms to supplement those already 
developed. Among these will be 
forms for prenatal care, obstetrical 
cases, neurological examination, 


radium and roentgen therapy, gen- 
eral muscle examination and pneu- 
mothorax. | 

The forms will be put into use by 
all federal hospitals and agencies 
as rapidly as the supply of exist- 
ing forms is exhausted. The first 
year is experimental. At the end 
of a year, the experience in the use 
of the forms will be reviewed and, 
if desirable, the forms will be re- 
vised. 


Examination Forms 


The committee also reviewed the 
procedure for giving physical ex- 
aminations by federal agencies. It 
found that several million physical 
examinations are given each year. 
Almost every agency used a differ- 
ent examination form for recording 
the results; indeed, some agencies 
had several forms used by separate 
branches. The Public Health Serv- 
ice dispensary in Washington, D.C., 
which gives examinations for a 
large number of federal agencies 
kept a stock of more than 20 differ- 
ent physical examination forms. 

Examinations are given for: Em- 
ployment, enlistment or commis- 
sioning in the armed services, dis- 
ability claims, discharge from the 
armed services, promotion, retire- 
ment, treatment of compensation 
cases, job placement, civil airmen 
and other purposes. Although the 
purposes of the examinations are 
varied, inspection of the forms used 
revealed a striking similarity in 
the content of the examination 
given. Could a single form be de- 
veloped which would replace satis- 
factorily the more than 20 forms 
currently being used? 

The committee members decided 
to try to do this. 


Representatives from the agen- 
cies which require a_ significani 
number of annual physical exami- 
nations were invited to meet with 
the committee. These agencies were 
the Bureau of Employees Compen- 
sation, Civil Aeronautics Adminis- 
tration, Maritime Commission, 
Bureau of Prisons, Selective Serv- 
ice System, Civil Service Commis- 
sion, Coast Guard, State Depart- 
ment and Indian Service. After 
considerable discussion, agreement 
was reached on three forms which 
were submitted to the Bureau of 
the Budget for approval. In March 
1948, these were promulgated by 
Bureau of the Budget circular 
A-24 as standard forms for use by 
all governmental agencies after De- 
cember 31, 1948. 

The forms are standard form 88, 
report of medical examination; 
standard form 89, report of med- 
ical history, and standard form 90, 
health qualification placement rec- 
ord. In one sense these forms com- 
plement one another; in another 
sense they supplement each other. 
The three forms provide a unified 
record of the past medical history 
of an individual, his current health 
status and an evaluation of his 
ability to perform a specific job. 
They also are designed to be used 
independently of each other if so 
desired. 

The report of medical history 
provides for brief family history 
and a more detailed individual his- 
tory. It can be completed when an 
individual’s past medical history 
has a bearing on eligibility for dis- 
ability compensation at a future 
date, also when his medical his- 
tory is related to medical care or 
health services. Persons in the 





STANDARD CLINICAL RECORD FORMS 


Recommended for Federal General Hospitals by the Interagency Committee on Medical Records 


Form Form 


Title No. Title 

Liver and Biliary Function 
Bacteriology 

Renal Function 


No. Title No. 
512 Plotting Chart 514] 
513 Consultation 514k 
503. Autopsy Protocol 514 Laboratory Reports 514! 
504 History (Part 1) 514a Urinalysis 514m_ Miscellaneous Test or Examination 
505 ~— History (Part II) 514b Hematology 515 Tissue Examination 
506 ~—— Physical Examination 514c Serology 516 Operation Report 
507. ~— Report on or Continuation of 514d Blood Chemistry 517 Anesthesia 
508 Doctor's Orders 514e Sputum 518 Blood Transfusion 
509 ~— Doctor's Progress Notes 514f Gastric Analysis 519 = Radiographic Reports (Stapling Sheet) 
510 Nurse's Notes 514g Feces 519a ~~ Radiographic Report 

Temperature, Pulse, Respiration 514h = Spinal Fluid 520 _—Electrocardiographic Report 

514i Basal Metabolism 521 Dental 


Diagnostic Summary 
502. ~=— Narrative Summary 
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These photographs are from a new 
stripfilm on I. V. procedure, pre- 
pared by Cutter for use in hospital 
training programs. For a print, write 


Cutter Laboratories, Berkeley, Calif. vy | 


3 simple steps 
prepare Saftiflask 
for use 


STEP 1. Remove outer Safti- | 
seal by stripping scored tab. 


STEP 2, Remove vacuum-sealed : 
rubber liner from stopper. In- | 
rush of air denotes perfect 
vacuum. 


STEP 3. Insert connecting tube 
of Expendable I.V. Set into 
outlet hole of Saftiflask stop- 
per. 
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Sterile 
-Pyrogen-free 


- Ready-to-use 


Cutter Expendable Intravenous Sets come 
assembled for immediate use. Simply remove 
protective coverings, attach a sterile needle, 
and you're all set for simple, time-saving, 
safe administration. 

Team this streamlined disposable set with 
sterile, pyrogen-free Cutter Solutionsin Safti- 
flasks—and you have the ideal combination 


for I.V. infusion. 


CUTTER Laboratories «¢ Berkeley 10, California 








armed forces are entitled, under 
specified conditions, to compensa- 
tion for a service-connected dis- 
ability. The adjudication of claims 
requires information concerning 
the claimant’s medical history 
prior to entering service as well as 
during service. The report of med- 
ical history is available also in job 
placement where the employee’s 
past history may affect his ability 
to perform certain duties. 

The report of medical examina- 
tion is a general purpose form for 
pre-employment examination, en- 
listment in the armed forces, an- 
nual physical examinations, fitness 
for work and similar examinations. 
The word medical rather than 
physical is used purposely in the 
title to indicate evaluation of both 
mental and physical characteris- 
tics. The section of the eye is more 
detailed than is customary on 
similar forms, because of the in- 
creased importance of airmen ex- 
aminations. Every item on the form 
need not be included in each ex- 
amination. The form provides all 
the items required for a general 
examination, but the number of 
items to be included in a given ex- 
amination is governed by its pur- 
pose. 

The health qualification place- 
ment record is a supplement to 
medical history and examina- 
tions forms. Many ‘industries now 
require a pre-employment or fit- 
ness for duty examination. This 
form is initiated by the employment 
office which checks the environ- 
mental and functional factors of 
the job. The physician, on the basis 
of the medical history and medical 
examination of the employee, eval- 
uates the employee’s capacity to 
meet the requirements of the iob. 
This form does not deprive pros- 
pective employees of a job. It in- 
sures them placement on a job for 
which they are physically and 
mentally capable. The form is 
equally applicable when an em- 
ployee’s duties or station are to be 
changed. 

The three forms provide a com- 
prehensive picture of an individu- 
al’s health and abilities in a simple 
standardized manner. The stand- 
ard format should facilitate the 
completion of the forms and also 
the subsequent review of the rec- 
ords of any particular case. 
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To Maintain Standards 


100,000 new nurses by 1950 


N UNPRECEDENTED goal for nurs- 
A ing care in the coming years is 
outlined by the American Nurses’ 
Association in its 1948 edition of 
“Facts About Nursing.” Quoting 
figures assembled by the National 
League of Nursing Education and 
the Women’s Bureau of the U. S. 
Department of Labor, more than 
100,000 additional nurses will be 
needed in 1950 to maintain present 
standards. By 1960, the number 
needed will be increased by another 
100,000. 

There are now approximately 
280,000 active registered profes- 
sional nurses in the United States. 
Sixty per cent are in institutional 


nursing and 19 per cent in private ~ 


duty nursing. 

The proportion of nurses to the 
total population has grown from 
one nurse for every 1,116 persons 


in 1910 to one nurse for every 316 ° 


persons in 1946. Professional nurses 
in all hospitals and schools of nurs- 
ing increased 13.4 per cent between 
1946 and 1947, those assigned as 
general duty nurses increasing 20.7 
per cent. 

Whether or not the goals will be 
met will depend, in a large part, 
on recruitment programs. The re- 





ESTIMATED GOALS 


An estimate of needs for regis- 
tered professional by the Wom- 
en’s Bureau, U.S. Department of 
Labor, in consultation with the 
National League of Nursing Ed- 
ucation, 1947. 
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American Nurses’ Association, page 140 





port documents the success of pas' 
recruitment efforts. During the wai 
years when the U.S. Cadet Nurse 
Corps was established, recruitment 
reached an all-time high. In 1944 
67,051 students were admitted. In 
1946, the first postwar year, the 
admissions dropped to 30,899. The 
1947 recruitment effort increased 
admissions to 38,210, slightly above 
the 1940 mark, according to the 
league’s department of studies. 

The number of nurses who were 
graduated likewise showed the re- 
sults of the wartime recruitment 
program. The number climbed 
steadily from 24,899 in 1941 to an 
all-time high of 40,744 in 1947. 

In the wake of the increased ad- 
mission rate, there has been an in- 


| erease in the per cent of with- 
/ drawals. According to the report, 


39 per cent of the class of 1947 
withdrew before graduation. In 
the 1946 class, 32 per cent with- 
drew. That also was considerably 
above the 1940 withdrawal rate of 


- 27 per cent. 


Of the students admitted to the 
February and September 1947 
classes, 15.7 withdrew during the 
first six months. Failure in class- 


-work was the deciding factor for 


36.1 per cent of that group. Dislike 
marriage, personal 
reasons and illness accounted for 
another 41 per cent of the with- 


‘drawals. 


There also has been a steady de- 
cline in the number of state-ac- 
credited schools of nursing. From 
1,311 in 1940, the number has de- 
creased to 1,245 on January 1, 1948. 
During 1948, 110 schools of nursing 
were accredited by the league for 
basic programs and nine for affili- 
ation. 

School policies also are chang- 
ing. The percentage of schools ad- 
mitting students under 18 years of 
age increased from 19 per cent in 
1943 to 45 per cent in 1946. The 
percentage of school charging tui- 
tion increased from 54 per cent in 
1943 to 69 per cent in 1946. The 
typical, or median, tuition charged 
was $110. 
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ARMSTRONG X-4 PORTABLE BABY INCUBATOR 





1. Low cost 
2. Underwriter approved 
3. Simple to operate 
4, Only 1 control dial 
5. Safe, low-cost, heat 
6. Easy to clean 
7. Quiet and easy to move 
8. Ball-bearing, soft rubber casters 
9. Fireproof construction 
10. Excellent oxygen tent 
11. Welded steel construction 
12. 3-ply safety glass 
13. Full length view of baby 


14. Simple outside oxygen 
connection 


15. Night light over control 


16. Both F. and C. thermometer 
scales 


17. Safe locking ventilator 


INSTRUCTION AND 
THERMOMETER PANEL 


ONE SIMPLE 


CONTROL 18. Low operating cost 


19. Automatic control 
20. No special service parts 
21. Lid locks open 


OXYGEN INLET 


le 


] 


The Armstrong X-4 Baby Incubator.is the 


only Baby Incubator tested and approved by 








a U All Underwriters’ Laboratories for use with oxygen. 


The Armstrong X-4 Portable Baby Incubator is a SAFE 
Baby Incubator, a LOW COST Baby Incubator and a 
SIMPLE Baby Incubator. That its practical, common- 
sense design has a wide acceptance is evidenced by the 
fact that almost 700 hospitals have placed repeat orders 
for more than 2500 X-4 Incubators. More and more it is 
being used, not only for the premature baby, but for any 
underweight or debilitated baby and in the delivery room 


for every new-born. 
A COUNCIL ON 
ea\ PHYSICAL | 
~ 
Ay MEDICINES 


S 
4 MeDItAL AS? 


Canadian Standards Assoc. American Medical Assoc. Underwriters’ Laboratories, Inc. 


THE GORDON ARMSTRONG COMPANY, INC. 
Division LLI « Bulkley Building * Cleveland 15, Ohio 


Distributed in Canada by INGRAM & BELL, LTD. « TORONTO «© MONTREAL © WINNIPEG e CALGARY e VANCOUVER 
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DIETETICS ADMINISTRATION 





Increasing Returns from the 


PAYROLL INVESTMENT 


INCE LABOR is no exception to 

the general rule that every 
commodity has its market value, 
cheap labor is no economy. It is no 
accident that American industrial 
wages are the highest in the world. 
Challenged by necessity, industrial 
management has used its ingenuity 
to make labor worth more by put- 
ting the right worker into the right 
job, by providing good working 
conditions, by simplifying pro- 
cesses, by devising ways to substi- 
tute machine for wages and by 
avoiding waste of motion. Industry 
and hospitals alike need to serve 
their public at a price it can afford 
to pay. 

The first step is to place the 
worker where she fits. If her place 
in industry would be in a simple, 
repetitive, one-operation job, she 
probably does not belong in a hos- 
pital at all; there are few such jobs 
in hospitals. Certainly it is a fallacy 
to suppose that the dietary depart- 
ment is a fitting place for the low- 
grade worker, since in any kitchen 
of average output most of the 
workers perform many operations, 
and the day’s pattern inevitably 
varies with the menu. The dietary 
department employee needs to be 
able-bodied, intelligent, adaptable 
and cooperative. 

Assuming that the employee has 
been well-chosen, working condi- 
tions should be surveyed. Perhaps 
she is handicapped by working in 
one of those dark, hot, inconvenient 
hospital dietary departments where 
tired people take too many steps, 
bump into each other because of 
lack of proper routing and spiil 
soup on each other because they 
are carrying in their hands what 
should be moving on four wheels. 

Hospitals could well emulate in- 
dustry, which realizes that the com- 
fort of workers increases their ef- 
ficiency and production and which 
considers money well-spent on air 
conditioning, lighting, health and 
recreation facilities, and acoustics. 
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MARY W. NORTHROP, M.S. 


CHIEF DIETITIAN 
KING COUNTY HOSPITAL SYSTEM 
SEATTLE 


Industry willingly would spend 
$10,000 any day on plant improve- 
ment or equipment that would 
maintain the same production with 
one less employee. Industry pays 
attention to working.-conditions, 
devises ways of work’ simplifica- 
tion, invests in equiprnent and cal- 
culates motion for just one reason: 
It pays. 5 

Let us see the hospital as the em- 
ployee sees it. She arrives early in 
the morning, in fair weather or 
foul. The first place she goes is to 
the locker room. Is the locker room 
big enough? Are there enough in- 
dividual lockers? Are the lockers 
themselves big enough? Her coat 
may be damp, and she must put her 
dress into the locker and keep her 
clean uniforms there. So she will 
need a larger locker than an indus- 
trial worker who works in the same 
dress she arrives in. 


Locker Room 


Is the locker room clean and 
orderly, well-lighted and _ well- 
ventilated? Benches will be needed 
so she may sit down to change her 
shoes. She also will want a con- 
venient shelf with a mirror to use 
to fix her hair and apply cosmetics. 
She will want sufficient toilets and 
wash bowls. There should be a rest 
room with cots and a sitting room 
where she may chat for a few 
minutes. 

From the locker room she goes 
to her working unit. It is to be 
hoped that she arrives there in a 
happy frame of mind, her locker 
room experience having been satis- 





The Dietetics Administration depart- 
ment is edited by Margaret Gillam, 
dietetics specialist. 











factory. How does the working 
place look to her? Is it uncrowded, 
orderly, clean and in good repair? 
Has color conditioning been suc- 
cessfully undertaken? 

What about the lighting? (There 
should be no corner with less than 
10 foot-candles of light, and at 
least twice that much is needed for 
close work.) Will she have a head- 
ache because of glare? Lights glare 
on shiny stainless steel tables and 
on glazed walls. Since both the tile 
and the steel are desirable, this 
should be prevented by having the 
kind and location of lights pre- 
scribed by an expert. 

Many factors influence speed and 
efficiency by their effect on work- 
er-fatigue. One of these is noise. 
Peopie who work in kitchens have 
the same physiological structure as 
people who work in offices, and it 
has been proved many times that 
office people are more efficient 
where quiet is maintained. Since 
sanitation requires that most kit- 
chen surfaces be of metal or stone, 
which reflect noise, it is essential 
that ceilings absorb that noise. 

Another problem is the floor. Is it 
wet or dry, smooth or rough, level 
or sloping toward a floor drain in 
the exact spot where someone must 
stand? Is it slippery so that people 
strain to watch their footing? 

When her work permits her to be 
seated for a minute or two, the em- 
ployee needs a place to sit. If she 
sits at her work, her stool should 
be at the right height and in the 
right position. Adjustable chairs 
are standard equipment for office 
workers, but not much thought 
seems to have been given to seats 
for kitchen workers. 

The heights at which she works 
also affect fatigue. The working 
surface must be at the right height 
for the average worker. Stooping 
should be reduced to a minimum by 
using lower shelves only for uten- 
sils which are seldom used. Stretch- 
ing should be avoided by careful 
planning of shelf heights. 

Unnecessary lifting must be 
eliminated, and most lifting is un- 
necessary in a well-planned kit- 
chen. In one cook’s unit, the lifting 
of heavy roasting pans was entirely 
eliminated by putting the 12-inch 
oven in the center, with eight-inch 
ovens above and below. Instead 
of lowering roasts to the bottom 
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sit Now Cook Oatmeal this EASIER Way 
>vel 
1 in 
1ust Doctors and dietitians have long agreed that FREE! NEW 
oatmeal ranks first in nutritive value among 
- cereals. In high protein, food energy, vitamin B,, WEEKLY MENU PLANNER 
tie and iron content, it leads all other whole grain _If you have used the Quaker Oats Weekly Menu 
a breakfast foods. Planner, you know how much “pencil and ruler 
she Fortunately, the easiest method of cooking Work these pads wanhahdiiaiens The new deluxe two- 
shih oatmeal gives you this highly nutritious break- Color Menu Planner is protected by an attractive 
the fast food at its best—flaky in texture—nut-like | Cover. It contains a 6 months’ supply of menu 
won in flavor and yet completely cooked. The secret blanks and Quaker products order blanks. Each 
ffice lies in less stirring and a shorter cooking time. Sheet has ample room for an entire week's 
menus with a handy margin for jotting down 
a TO MAKE 50 notes. Remember, it’s free. Ask your supplier 
for your new Quaker Menu Planner. 
OATMEAL SERVINGS 
orks (Recipes from Quaker Institutional Test Kitchen.) 
oa DIRECT HEAT METHOD: Into 10 qts. of briskly boiling 
: water put 3 tbsp. of salt. Stir in 3 pounds of Quaker 
21ng Oats (Quick or Old Fashioned). Cook 214 to 5 min- 
n by utes (longer if preferred). Stir occasionally.* Turn 
ten- off heat and let stand for 5 minutes. 
tch- DOUBLE BOILER METHOD: Add salt to water. Heat to 
eful boiling. Add Quaker Oats gradually, stirring just 
enough to prevent lumping. Place top of double 
i. boiler over bottom filled to 14 capacity with boiling 
water. Cover and cook 10 to 20 minutes (or longer), 
un- stirring occasionally.* 
kit- *Stir with a light “fold-over” motion wal just enough 
ting to get even texture and even cooking throughout. 
rely See 
we THE QUAKER OATS COMPANY — 
aa CHICAGO 4, ILLINOIS 
‘tom 














— 








‘ALS JANUARY 1949, VOL. 23 




















oven and then elevating them to 
the carving block, workers now 
slide them into a roasting oven at 
table height (see drawing). 

Kitchens do not have to be either 
hot or drafty. If they are hot be- 
cause the stove is badly regulated 
or inadequately insulated, the loss 
of fuel which this indicates is in it- 
self sufficient justification for a new 
range. If the air conditioning is 
faulty, the advice of a ventilating 
engineer is needed. 

The next step is to simplify 
processes. Much needs to be done 
in the examination of every opera- 
tion, every procedure and every 
work unit to find methods of work 
simplification. 

Substitution of machines for 
wages by purchase of equipment 
is another factor to consider in con- 
trolling operating cost. Since food 
is not, by and large, a commodity 
which should be mass produced, 
this is not the phase of planning 
where the greatest savings can be 
anticipated. Nevertheless, manage- 
ment cannot afford to neglect new 
devices, large or small, which will 
pay for themselves, nor should 
there be any hesitation about dis- 
carding equipment that has ceased 
to pay its way because of obso- 
lescence, change of need or old age. 
It is well to proceed cautiously, 
however, for an overequipped kit- 
chen full of “gadgets’ may be 
worse than one lacking a few de- 
sirable pieces of equipment. 

In most hospital food service 
departments, the greatest savings 
usually can be made in the basic 
floor plan. The location of the de- 
partment in the building, routing 
within the department, relation- 
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UNNECESSARY lifting of heavy pans is eliminated when the I2-inch roaster is placed in 
the center at table height with the eight-inch ovens for lighter pans above and below. 


ship of the various work units to 
each other and positioning of 
equipment within the units are all 
important. 

Dietary department function pro- 
ceeds in four stages — receiving 
and storage, preparation, service 
and clean-up. In the interest of 
economy the distance between each 
stage and the next should be as 
short as is feasible, but the distance 
from preparation to service is the 
most important because it affects 
the quality of the product as well 
as its cost. Food deteriorates rapid- 
ly after it is ready to serve. The 
location of the kitchen or kitchens 
therefore, should be determined in 
such a way that they are immedi- 
ately adjacent to cafeterias or din- 
ing rooms. Tray service should be 
arranged with a minimum of han- 
dling of the food and a minimum 
of elapsed time between stove and 
patient. 

Then the internal traffic problem 
of the food service department 
should be considered. Routing with- 
in the department will be planned 


in detail on a flow-chart before the - 


40’ PLAN 2 


architect starts the first draft of 
the hospital plan. This chart will 
not appear simple since it must 
show the relationships among all 
the units of the department. It 
should provide for the orderly pro- 
gress of the work with a minimum 
of cross traffic and a minimum dis- 
tance from one process to the next.* 

Most dietary departments pre- 
sent too many barriers. Only three 
divisions are essential — storage, 
preparation and service—with the 
possible addition of dishwashing 
as a fourth separated area. Every 
additional partition which appears 
on a plan should be made to justify 
itself before it is built. Existing kit- 
chens should be examined to see 
whether they might do better with- 
out some of their walls. Plans 1 and 
2 (see sketch) illustrate this point. 

Each plan represents 1,000 
square feet of floor space. In plan 
1 there are four rooms; plan 2 
shows one large open area. Plan 1 
has 260 linear feet of walls to build, 





*Planning the Floor Layout for the Food 
Service Department. Journal of the Ameri- 
can Dietetic Association. Vol. 23, No. 1, 
Jan. 1947, p. 36. 
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EACH PLAN represents 1,000 feet of floor space. Plan |! (left) has 260 linear feet of walls ‘to build, paint and clean. Plan 2 
(right) has just half as much. The distance from A to B in plan | is 32 feet. In plan 2 it is two feet. The walls are useless. 
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ST. MARY'S HOSPITAL, ROCHESTER, MINN. & 
This beautiful and justly famed 872-bed hos- 
pital is operated by the Sisters of St. Francis 
of the Congr. of Our Lady of Lourdes. 
FABRON was first used at St. Mary's in 1943 





NO ROOMS OUT OF SERVICE — NO LOSS OF INCOME 


TOY. PROTECTS WALLS AND CEILINGS 


REG, U.S. PAT OFF. 


WHEN 





Few hospital budgets can afford the 
costly luxury of rooms periodically out 
of service. That's why hundreds of 
hospitals throughout the country have 
adopted FABRON, the fabric-plastic- 
lacquer wall covering, as their decor- 
ative treatment for walls and ceilings. 
For FABRON eliminates rooms out of 
service by overcoming these common 
causes of periodic redecorations: 


Plaster cracks. FABRON's stur- 
dy fabric and plastic base strengthens 
plaster, prevents cracks. 


Scaling or peelirig. FABRON's 
lacquer colors are inseparable from 
the base—cannot scale or peel. 


FREDERIC BLANK & COMPANY, 


CA 
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Fading of colors.. FABRON 
colors are sunfast—remain fresh and 
attractive no matter how often their 
surfaces are washed or disinfected. 


Deterioration. FABRON  with- 
stands hard usage—actually toughens 
with age. Hospital rooms treated with 
this material when it was first intro- 
duced in 1940 are in excellent condi- 
tion after 8 years of uninterrupted use 
—promise years of additional service. 


FABRON is quickly and easily in- 
stalled. The usual patient's room can 
be finished in one day by the average 
mechanic. Prepare for your next re- 
decoration now by writing for sug- 


INC. 


Established 1913 


gested patterns and estimate of costs. 


And when planning your new building, 
think how impressive these advantages 
can be when the use of FABRON is 
assured by its inclusion in the original 
specifications! 


: % ° P Co ; 
f/ ‘Shomsowco a \S 
Se! Board of Sire BROS 


FABRON prevents fire-spread, too. 
Every roll carries the label of the 
Underwriters Laboratories’, Inc., 
sponsored by the National Board 
of Fire Underwriters. 


230 PARK AVENUE, NEW YORK 17, N. Y. 





paint and clean; plan 2 has just half 
as much. The distance from A to B 
in plan 1 is 32 feet; in plan 2 it is 
two feet. 

In plan 1 there is no point from 
which a supervisor can see all parts 
of the operation, in plan 2 super- 
vision is possible from any point. 
Nor do these walls have any ap- 
parent usefulness since proper posi- 
tioning of equipment keeps each 
worker sufficiently separated from 
the others to avoid interference. 

After unnecessary walls have 
been removed, the position of open- 
ings through the remaining parti- 
tions should be carefully considered 
and doorways changed if neces- 
sary. If the doorway between A 
and B in plan 1 were in the center 
instead of at the side of the room, 
the distance between these two 
points would be halved. 


Work Management 


The next step is to locate the 
various working units within the 
general areas of the department 
and to place the equipment within 
each unit. Tools should be posi- 
cioned so that hands will be effec- 
tively used and so that a minimum 
of motion is necessary in accom- 
plishing a job. The worker cannot 
be expected to organize the work. 
That is the function of manage- 
ment. In a new plant, this should be 
planned ahead to the most minute 
detail. In an old department much 
can be done by alert observation 
and simple alterations. 

Planning a hospital food service 
is not a task for anyone except a 
specialist who has actually oper- 
ated hospital kitchens. If this com- 
plex combination of room service 
and an in-plant feeding program 
is to be operated smoothly, and if 
food of high quality is to be offered 
at low cost, the plans must be care- 
ful and expert. The well-planned 
department will usually cost less to 
build because skill eliminates the 
complexities that almost always re- 
sult from ineptness. 

In the existing building, it may 
seem expensive to tear out and re- 
build, but this is money well spent 
if it helps to take the work out of 
work and so reduces payroll. An 
investment of $10,000 which elim- 
inates one employee will pay for it- 
self in five years; thereafter its 
benefits will be free. The worker 
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has become the make-or-break 
factor in the operation. We want 
the right person in the right place; 
we shall expect to pay adequate 








wages, and then it behooves us, 
the management, to see that we 
get our money’s worth of produc- 
tion. 





Dietetics Administration 


COMMENT 





Dietary Costs 

THERE NEVER HAS BEEN complete 
agreement on just what items 
should be included in dietary costs. 
That there is such a wide variation 
was documented by Dr. Madison 
B. Brown, assistant director at 
Johns Hopkins Hospital, in a re- 
cent contribution to the Hospi- 
tal Administrators Correspondence 
Club. He quoted budget statistics 
sent in by New York and Baltimore 
Hospitals. 

New York hospitals spend 18.21 
to 23.42 per cent of the total hos- 
pital budget for direct dietary 
expense. In Baltimore the percent- 
ages range from 16.1 to 28.7 per 
cent. The wide range in both 
cities reveals the variation in items 
considered under dietary costs. 

To determine the direct cost of 
dietary service, a certain amount of 
internal paper control is required. 
Dr. Brown emphasizes the need for 
planned menus based on standard 
recipes; a daily check by the food 
purchaser or dietitian on weight 
and quality of foods delivered, par- 
ticularly butter, eggs, fruit and 
vegetables; a record of daily food 
costs by means of requisitions sent 
from stores to the main kitchen 
and from the kitchen to the floors 
on which meals are served; pre- 
control, or pre-costing of meals fol- 
lowed by a comparison with the 
actual cost. 

To build up dietary satisfaction 
among patients, Dr. Brown sug- 
gests that hospital dietitians culti- 
vate a “restaurant sense.” He points 
out that too many dietitians have 
lost themselves in a maze of calor- 
ies, portions, mineral and vitamin 
content, neglecting the attractive 
appearance which makes food ap- 
petizing. 


Sanitation Manual 
The Public Health Service is 
placing stronger emphasis on the 





need for better sanitation in hos- 
pital and restaurant’ kitchens. 
Recognizing the innumerable ways 
in which diseases can spread, this 
federal department has organized 
a campaign against unsanitary 
practices among dietary workers. 

A manual, “Guide to Safe Food 
Service,” has been prepared by 
two sanitary engineers for food- 
establishment employees. It will 
serve as the basis of a three-session 
course. The aim of the course is 
to make every food handler aware 
of his responsibility in the safe 
service of good food. The program 
already has been presented to the 
dietary employees at the Toronto 
Department of Veterans Affairs 
Hospital. The district dietitian 
there reported excellent results. 

According to the plan, classes 
are scheduled for about 50 kitchen 
workers. A faculty is chosen from 
health officials who have shown 
ability to hold the interest of an 
audience. Talks, discussions, dem- 
onstrations, simple quizzes and 
visual aids such as films, posters, 
chalk drawings and pamphlets 
are included in the program. 

The guide is being used exten- 
sively by state and local officers 
in food-handler schools and can 
be obtained from the Public Health 
Service, Federal Security Agency, 
Washington, D. C. 


Navy Cook Book 


A cook book committee consist- 
ing of representatives from 14 
leading firms in the food industry 
has been appointed by the Navy 
Industrial Association to revise the 
Navy cook book. The Navy plans 
to improve its present recipes, pro- 
vide a greater variety of recipes, 
and standardize its menus so that 
all enlisted men will receive the 
same food prepared in the same 
way regardless of where they are 
stationed.—M. G. 
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ENGINEERING AND MAINTENANCE 





Thorough Employee Training in 
PREVENTION OF FIRES 


BOUT A YEAR AGO, the Fire Pre- 
A vention Association of Ohio 
conducted a town inspection in the 
City of East Liverpool. At that time 
we inspected the City Hospital. Al- 
though part of the structure is 
rather old, we found few fire haz- 
ards to criticize. It was apparent at 
once that this hospital had worked 
out an effective program for fire- 
prevention training. 

In discussing this point with Nell 
Robinson, the superintendent of 
the hospital, we were told that this 
ideal situation could be credited in 
part to a program for teaching fire 
prevention to student nurses. Dur- 
ing the first two weeks of their pre- 
clinical course, student nurses are 
schooled in fire prevention. 

They are told that any examina- 
tion they take during the entire 
three-year course may contain 
questions on the subject. Student 
nurses, in this way, realize that 
they cannot merely pass an exam- 
ination on fire prevention and 
promptly forget the subject as 
something not particularly related 
to nursing arts. 

During an inspection trip in an- 
other city, we found that none of 
the major hospitals had any train- 
ing in fire prevention for the stu- 
dent nurse group. 

Realizing that this same situation 
existed in many other cities, the 
association distributed the East 
Liverpool City Hospital question- 
naire instruction form to all hos- 
pital training schools in the state. 
This was done as part of the edu- 
cation program which the associa- 
tion sponsors. 

At some future time the Ohio 
State Nurses’ Board may include 
questions on fire prevention in its 
examinations for registered nurse 
degree candidates. We believe that 
the teaching of fire prevention as 
a subject in the nursing arts course 
should be considered seriously by 
every training school. 

Because of the apparent lack in 
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fire-prevention training, the asso- 
ciation offers its services to hospi- 
tals for this purpose. We have 
many requests for speakers who 
are qualified fire-prevention en- 
gineers. ~ 

A speaker goes to a _ hospital 
early in the morning. First he 
spends two to four hours making 
a complete inspection. 

In the afternoon the inspector- 
instructor meets with the class for 
a discussion (not a talk or address) 
of the questionnaire instruction 
form. After 45 minutes of discus- 
sion, the class is divided into small 
groups. All groups are sent to 
different sections of the hospital 
with instructions to see if they can 
find fire hazards that have just been 
discussed. They report their find- 
ings in 30 to 45 minutes. 

We have had some interesting 
experiences on these “treasure 


hunts.” We talked to groups that 
seemed disinterested. When they 
returned from the inspection tour, 
however, it was evident that they 
did not miss a thing. They turned 
in reports on hazards that had been 
missed on our inspection earlier in 
the day. 

The students turn in signed re- 
ports to their administrator. They 
are told also that where practical 
their recommendations will be car- 
ried out and the hazards corrected. 
This has a good effect on new pre- 
clinical students. They feel they 
have accomplished some good for 
their hospital. 

Our association stresses the value 
of education in fire prevention for 
hospitals. It is beneficial to teach 
new student nurses to- recognize 
fire hazards. In our talks to these 
groups we emphasize the import- 
ance of reporting all fire hazards 
immediately. 

Our association also has numer- 
ous requests for a general fire-pre- 
vention educational program for 
the entire staff of a hospital. For 
these classes we use an instruction 
pamphlet written by the House 
of the Good Samaritan of Water- 
town, N. Y. It is titled, “Rules for 
Safety of Hospital Patients in Case 
of Fire,” and has been distributed 
by the Ohio Hospital Association 
(see pages 76 and 77). 

This pamphet was written as a 
guide for setting up hospital fire 





Fire Prevention Association Services 


In OcToBer 1947 the Fire Prevention Association of Ohio began a 
fire-prevention campaign especially for hospitals. This article is a 
description of this new approach to the problem of hospital fire pre- 
vention. It describes a program that may be developed in any state. 
The approach is one of education. 

This fire prevention association is a group whose membership in- 
cludes about two hundred salaried field representatives of fire in- 
surance companies. Many are qualified fire prevention engineers. 
They are strenuous competitors in their insurance work but in fire- 
prevention work they cooperate to reduce the increasing life and 
property loss from fires. 

Nineteen other midwest states have fire prevention associations, 
and similar groups are organized in the eastern, southern and west- 
ern states. Administrators wishing additional information about the 
available services should address inquiry to Roy Hudenburg, secre- 
tary, Council on Hospital Planning and Plant Operation, American 
Hospital Association, 18 E. Division Street, Chicago 10. These letters | 
will be directed to the proper organization.—THE EDIToRSs. 
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THESE RULES FOR SAFETY in case 
of fire were developed by the 
House of the Good Samaritan, 
Watertown, N. Y. This digest is 
presented as a guide to be used in 
setting up regulations. 


The greatest danger in hospital 
fires is panic caused by fear or 
smoke. 

Because many people are on duty 
at all times during the 24 hours, a 
good predetermined fire-emer- 
gency plan, practiced regularly, 
will go a long way in preventing 
fires from gaining headway. 

Be calm. Remember that fear 
and panic can do as much damage 
as fire. Assure your patients, if they 
are aware of the fire, that there 
will be plenty of help to assist them 
if necessary. 


If the Fire Is in Your 
Department 


First, notify the hospital office 
immediately so that the fire de- 
partment can be called. 


Second, remove from immediate 
danger any patients in close prox- 
imity to fire or smoke. 


By this time, help will arrive 
from other departments. The super- 
intendent or your supervisor will 
assume responsibility. 


If the Fire Is in Some Other 
Department 

Immediately station one person 
at the telephone to relay instruc- 
tions. 

Do not move patients until you 
have instructions. 

Learn the following emergency 
instructions: 


General Instructions 


1. If a fire begins, move patient 
from room where it started and 
close the doors and windows. 


2. Notify the telephone operator 
of exact location of fire. (Speak in 


a moderate tone of voice, so that 
patients will not overhear and be- 
come frightened.) 

3. Secure fire extinguisher and 
operate on fire. Use wet blankets 
or rugs if necessary. 

4. Every nurse and_ orderly 
should know the location of fire 
extinguishers in his or her depart- 
ment and read instructions for 
operating them. (The supervisor 
shall be responsible for seeing that 
new nurses and orderlies are shown 
location of extinguishers when they 
report to her floor). 


Specific Instructions to 
Attendants 
Nurses, aides and orderlies 

1. Nurses on duty shall report to 
their respective wards and patients 
and remain there for instructions. 

2. If necessary that patients 
know of the existence of fire, re- 
assure patients that the alarm has 
been turned in and that the emer- 
gency plan is in operation. Do not 
become alarmed yourself. 

3. Close all doors and windows. 
If at night, lower shades and turn 
on lights. 

4. If order for removal is re- 
ceived from person in charge, care 
should be taken that all patients 
are accounted for. 

5. Nurses off duty shall report 
to former place of duty immediate- 
ly without waiting to change into 
uniform (if in street clothing). If 
undressed, just put on sufficient 
clothing to make an appearance. 

6. Turn off at once any oxygen 
tanks in operation, also any elec- 
tric devices. 


Supervisors 
1. See that all corridor and 
room doors are closed (wet blan- 
ket under door to keep out smoke, 
if necessary). 
2. Keep someone at telephone 
for instructions. 





Rules for Safety of Hospital 


3. Keep list of patients conven- 
ient and see that all are accounted 
for. 

4. Possible exits should be 
checked at once, to be sure they 
will be free access in case of neces- 
sity. 

5. Direct removal of patients, 
when authorized, as follows: 

First—those farthest from safe- 
ty. Second—helpless patients—use 
stretchers if available—if not— 
roll in top covers and carry with 
help by grasping blanket under 
patient. Third — wheel chair pa- 
tients—wrap in blankets and wheel 
to exit. Fourth—walking patients 
wrap in blankets and lead to exit. 

Notify office of any develop- 
ments on your floor. Cooperate 
with other employees sent to help 
or to give instructions. 


Instructions to Special 
Departments 
X-ray: Turn off electrical machin- 
ery. Remove patients. Close doors 
and windows. Report to office for 
instructions. 


Laboratories: Turn off gas and 
electrical machinery. Remove pa- 
tients. Close doors and windows. 
Report to office for instructions. 


Laundry: Turn off machinery. 
Close doors and windows. Assem- 
ble bathrobes and blankets. Re- 
main at telephone for instructions 
on where to deliver them or where 
to give help. If no phone connec- 
tion, send messenger to office. 


Operating rooms: Turn off gas, 
electrical and oxygen machines as 
soon as possible. Close doors and 
windows. Get ready for first aid. 


Kitchens: Turn off gas and elec- 
trical machinery; including vent 
fans. Close doors and windows. 
Report to hospital office for in- 
structions. 

Maids, ward maids and _ porters: 
Remain in your own department 
and obey instructions of superviso! 
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| Patients in Case of Fire 


or one in charge. Help close win- 
dows. Do not alarm patients. 


Linen room: Get out extra blan- 
kets and robes, await instructions. 


Engineer: Turn off air condition- 
ing system and any other equip- 
ment with blower fans. 


Switchboard Operator 

On receiving notice of fire, noti- 
fy fire department. (Familiarize 
yourself with method of using fire 
alarm box.) If there is no regular 
fire alarm box, phone number of 
fire department should be posted 
in conspicuous spot on switch- 
board. 

Notify superintendent, assistant 
superintendent, assistant treasurer 
and maintenance manager. (Call 
their homes if at night.) 

Call boiler room and give man in 
charge location of fire. 

Ring alarm in nurses’ home. 

Ring each hospital floor by phone. 
Remain at board to give and re- 
ceive instructions. 

If switchboard current is af- 
fected, don’t forget to try public 
telephone booth. Ask central oper- 
ator to keep lines open for you. In 
emergency, use outside phone in 
nurses’ home. 

Office assistants will report to 
switchboard to give assistance in 
transmitting calls. 

Keep line open in department 
where fire is located. 

Guard list of patients and ac- 
counts in hospital. 


Office Force 


Bookkeeper: If fire or water 
threatens office part of building, 
get all cash together in one recep- 
tacle, also all valuables from safe 
and arrange to take them from 
building. Also gather ledger and 
important books ready to be re- 
moved. 


Assistant bookkeeper: Gather all 
accounts receivable cards ready to 
be removed. Keep track of file con- 
taining names and accounts of 
patients in the hospital (as a check 
against the switchboard list). 

All office employees will report 
to help switchboard operator and 
wait for instructions from super- 
intendent. 


Superintendent 

Upon notice of fire, see that fire 
department has been notified. 

Give orders for removal of pa- 
tients if necessary. 

Give reports to all departments 
on progress of fire so that they can 
prepare to remove patients if nec- 
essary or can assure patients that 
fire is of minor importance. 

Send employees to departments 
where most needed. 

Notify police if help or ambu- 
lance service from other hospitals 
is desired. (Previous arrange- 
ment should be made for police to 
come with fire department. ) 

Have all stairways and exits kept 
free. 

Use office girls for messengers 
and to receive and transmit tele- 
phone calls. 

Don’t forget the children’s de- 
partment and the nursery. 

There should be plenty of staff 
members to watch and remove 
babies. 

Previous conference with fire 
department should instruct them 
not to approach hospital with bells 
or sirens sounding. 

Have periodic fire drills and 
keep records of them. 

Check house fire alarms regular- 
ly. 

Give talks on behavior during 
a fire. 

Arrange fire prevention study in 
nursing arts course. 

Keep a set of these rules avail- 
able and conspicuous in all depart- 





ments. See that each employee has 
a copy to read. 


Instructions Regarding Fire 

in Nurses’ Home 

1. If fire is discovered in the 
home, sound the fire gong or other 
available alarm at once. Then go 
at once to the telephone and tell 
the office the exact location and 
extent of the fire. 

2. Use the nearest fire extin- 
guisher or rugs or wet blankets to 
extinguish the blaze. Close the 
doors and windows of the room 
where fire is located and close 
doors to hallways. This will pre- 
vent spread of smoke and prevent 
draft. 

3. All residents of the house on 
hearing the gong should ascertain 
the location and extent of the fire 
and leave the building at once if 
it is at all serious. 

4. If fire necessitates leaving the 
home, be sure that all the occupants 
on your floor are awake and pre- 
pared to leave. 

5. Learn the location of the fire 
extinguishers. 

6. Learn how to operate the ex- 
tinguishers. 

7. If you observe any condition, 
at any time, that appears to you 
to be hazardous, report it prompt- 
ly to your superior officer. If a fire 
escape leads from your room, never 
lock your door. The escape might 
have to be used while you were 
away. 

8. Don’t neglect worn lighting 
cords. Don’t leave the flatiron on 
for protracted periods. Don’t smoke 
in your room. 

If the gong rings and the fire is 
not in the home follow general 
directions and go directly to the 
hospital to your last duty station. 


Don’t Shout Fire! 


Don’t Expect to Use Elevator— 
It Will Be Needed for Patients 
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regulations. Its outstanding point 
is a list of specific fire-alarm duties 
for every hospital staff member. 
Every employee, no matter what 
his or her regular job, has a defi- 
nite place to go and a definite duty 
to perform. All action takes place 
simultaneously. 

The rules for patient evacuation 
are omitted from this booklet be- 
cause every hospital has its own 
particular structural layout, evacu- 
ation rules necessarily must be ar- 
ranged to fit the structure of the 
hospital. The Fire Prevention As- 
sociation of Ohio will help any hos- 
pital in the state to set up its own 
fire safety rules and evacuation 
program. 

In our talks to hospital staffs, we 
emphasize that the hospital exists 
for the care and treatment of peo- 
ple who are sick, injured or unable 
to care for themselves. We also 
stress that the safety of these pa- 
tients is the responsibility of every 
hospital employee. Fire prevention 
is the business of all departments. 

A year ago, members of the Fire 
Prevention Association knew very 
little about the inside workings of 
a hospital. But on our inspection 
tours we have seen enough to know 
that the average hospital has all 
of the hazards of a hotel and many 
industrial hazards. We have seen 
some rather appalling conditions 
in some of the hospitals we have in- 
spected and each is evidence that 
training cannot be neglected. 
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In one hospital we could not find 
anyone who knew how to turn in 
a fire alarm. The nearest alarm 
box was only about 500 feet from 
the main entrance, yet nobody 
knew this. The telephone operator 
did not know the phone number 
of the fire department. This num- 
ber should be posted in a conspicu- 
ous place on the switchboard. 

We also found homemade incu- 
bators of plywood or cardboard 
construction. They had unguarded 
incandescent lamps and at the bot- 
tom, open wiring was covered with 
dust, swabs and pieces of gauze. 





WORN OUT cord wiring is a fire hazard 


that is frequently found in a patient's room. 











AREA BEHIND the laundry driers (left) is all set for a flash fire because of the two inches of accumulated lint. Students are shown 
the screens of the modern vent hood over the range (right). The screens have to be cleaned frequently or they are a fire hazard. 


These incubators were also used 
during the administration of oxy- 
gen. We found many “haywire” 
contraptions used as heat lamps. 
Many of these were used for ma- 
ternity patients. 

In one hospital we found x-ray 
film records stored in open wood 
racks in a stairway. In this same 
hospital the emergency exit stair- 
way leading off the operating room 
was blocked solid with old furni- 
ture. The attic space was full of 
debris and discarded equipment. 

Probably the most common haz- 
ard we find is the abuse of cord 
wiring. Of course, every hospital 
has hundreds of portable devices 
where cord wiring is necessary. It 
is a constant battle to detect and 
replace cord wiring which is worn 
out or has defective plugs or out- 
lets. It is a common practice for a 
nurse to use a piece of surgical tape 
to repair a broken plug. She should 
report it and the electrician should 
replace it. 

The question of smoking is im- 
portant. In our educational pro- 
gram we strongly advise that a 
very ill patient, particularly a pre- 
surgical patient, should never be 
permitted to smoke without a nurse 
in attendance. We also advise that 
where oxygen is being administered 
all smoking materials should be 
removed from the patient’s reach. 
No smoking is permitted in such a 
room nor within 50 feet of the 
patient in a ward. 


HOSPITALS 














use 


JA 





J 


~~ =a or YN 


— ee (FY 








POF RY ARR Ts 












We recommend that a smoking 
room be provided both for the hos- 
pital employees and for the nurses’ 
home. Smoking by employees in 
any other part of the hospital 
should be cause for dismissal. Every 
hospital has its own problems in 
this respect. 

One of the most dangerous spots 
in any hospital is the surgery room 
with its highly explosive gases. Un- 
doubtedly, most administrators can 
recall operating room explosions 
which caused loss of life. In our in- 
spections we have found many in- 
stances of explosion hazards. Some 
hazards were improperly grounded 
equipment, ordinary type light 
switches and electric outlets of the 
ordinary type, rather than ex- 
plosion-proof equipment. 

In one hospital the insulation of 
the wiring of the main surgical 
lamp was very badly worn and 
the bare wire was almost exposed. 
It easily could have caused a shower 
of sparks and a resultant anesthetic 
explosion during an operation. 

We found numerous instances of 
poor housekeeping in storerooms, 
attics, maids’ and janitors’ closets 
and in maintenance shops. To cor- 
rect these conditions and keep 
them corrected is a permanent job 
for the chief housekeeper. 

As we see it, fire prevention in 
a hospital should not be a periodic 
activity—it should be continuous. 
One group of hazards may be cor- 
rected and in 30 days an entirely 
new group will appear. Fire pre- 
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uses of fire extinguishers by a fire association speaker. 





A FIRE alarm box and the fire department 
number are fully in view of the operator. 


vention, for the most part, is just 
the application of common sense 
and the elimination of carelessness 
and indifference. Human indiffer- 
ence—the attitude “let George do 
it’ and “it can’t happen here’”’— 
is the worst fire hazard we have. 

Our members, as fire insurance 
underwriters, know that the aver- 
age modern hospital is a pretty 
good risk and is seldom subject to 
a serious property loss. But as fire 
prevention men, we also know that 
a small, unpublicized, ‘“‘two-bit’’ 





fire can have an adverse effect on 
patient morale. 
There was one such fire in Cleve- 
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HOSPITAL CORRIDOR fire doors (left) should not be "blocked" open. Student nurses (middle) are given a demonstration of the kinds and 
Students (right) will report the fire hazards they found in a storeroom. 








land. Smoke started pouring out 
of a laundry chute. Whether a 
cigarette was carelessly dropped 
down the chute or whether a 
lighted cigarette was picked up in 
the bed linen will never be known. 
The fire department was called. 
Many fire engines and two police 
squad cars came. It took the police 
20 minutes to restore order because 
the fire happened during early eve- 
ning. At this time there were many 
visitors in the hospital. The net 
fire loss was about $100 worth of 
bedding. But who can determine 
the damage to the morale of pa- 
tients and their visitors, as well as 
to the prestige of the hospital? 

If any hospital has a serious fire 
with a resultant storm of criticism, 
the chances are that the responsi- 
bility will be laid right on the door- 
step of the administrative heads. 
We believe, therefore, that every 
hospital administrator should give 
serious thought to the problem of 
fire prevention. Every staff member 
should be educated on this subject. 

Our association’s work with the 
hospitals in Ohio has been pleasant. 
We feel our efforts are worthwhile 
because of the fine cooperation we 
get from hospital administrators. 
Also, sometimes our recommenda- 
tions are carried out even before 
the inspector leaves the hospital. 
Our Ohio hospitals do not have to 
be sold on the idea of fire preven- 
tion. All they ask for is guidance 
and help which our association is 
trying its best to supply. 
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Engineering and Maintenance 


COMMENT 





Positive Action 


BECAUSE FIRE PREVENTION is 
closely related to maintenance 
problems, hospital engineers are 
beginning to assume an increas- 
ingly important role. Even in the 
larger hospitals where the duties 
of the safety officer are delegated 
to an administrative assistant, the 
engineer is still one of the key 
persons who must eliminate fire 
hazards. 

The operating room with its 
anesthesia explosion hazards is just 
one example. Many electrical spark 
hazards can develop in the oper- 
ating room unless the engineer 
inspects it at least once a week. 
Frayed appliance cords lying on 
the floor in the presence of ether, 
which might be spilled, may not 
result in an explosion, but prob- 
ably there will be a fire. 

It is always difficult to discover 
who sometimes installs those haz- 
ardous devices not intended for 
use in explosive atmospheres. If 
the accident is to be avoided, the 
engineer must be on guard to pre- 
vent the use of such equipment. 

Many hospitals are taking steps 
to combat potential fire dangers. 
These are but three examples of 
what can be done. 

» Vernon Harris, hospital projects 
supervisor of the Idaho State De- 
partment of Public Health, has 
made up a table which is a guide 
for the proper selection of fire ex- 
tinguishers for various areas in the 
hospital (see illustration). 

» The Williamsport (Pa.) Hospi- 
tal tells in its employee newsletter 
how the local fire department can 
be utilized for training programs. 
Following an employee suggestion, 
the hospital arranged fire-preven- 
tion instruction which included 
demonstrations by the local fire 
department. 

» A full week’s program for Fire 
Prevention Week was arranged for 
the Walla Walla (Wash.) Veter- 
ans Hospital by its safety officer, 
Frank A. Maddux. This program 
included lectures by the chief elec- 
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trician of the local fire department 
as well as demonstrations by the 
hospital’s fire brigade. One part 
of the program provided dramatic 
emphasis of fire prevention. The 
Walla Walla fire department de- 
monstrated the use of the aerial 
ladder and the use of fog nozzles 
in extinguishing fires. 


Special Hazard 


Jacque B. Norman, chairman 
of the Association’s Council on 
Hospital Planning and Plant Oper- 
ation, calls attention to an unusual 
fire hazard. It was responsible for 
a hospital fire which fortunately 
resulted in only minor damages. 

The fire, of mysterious origin, 
took place in a janitor’s basement 
closet. The location, high up in the 
closet, ruled out the possibility of 
the fire starting from a discarded 
cigarette. There was no evidence 
that the fire was caused by defec- 
tive wiring. 

A careful investigation indi- 
cated the cause was rat poison 
which had been placed on top of 
pipes. Such poisons frequently are 
mixed with a bait such as flour 
and molasses. The poisonous in- 
gredient, however, may be yellow 
phosphorous. According to the 
Underwriters Laboratories bulle- 
tin on this subject issued in 1947, 
yellow phosphorous oxidizes in the 
air and ignites spontaneously at 
ordinary temperatures. 

When the phosphorous is mixed 






with inert ingredients in rat poison, 
the flames are of low temperatur2 
which will ignite gasoline but are 
not capable of igniting such sub- 
stances as paper or cotton cloth. 
When the rat poison is soaked by 
water, a higher concentration of 
phosphorous remains after other 
ingredients are washed out. This 
higher content gives off flames 
which are hot enough to ignite 
ordinary combustible materials. 

The conclusion is that when such 
poisons are used they should be 
placed where they cannot acci- 
dentally come in contact with com- 
bustible materials. 


Infrared Lamps 


Whenever a source of auxiliary 
heat is required, the engineer 
should not overlook the possibility 
of using infrared lamps. Ray Coo- 
ley, laundry manager of the Com- 
modore Hotel in New York City, 
has stepped up the production of 
his flat work ironers by 40 per cent 
through the installation of a bat- 
tery of infrared lamps. 


Feather Reconditioning 


New feather reconditioning 
equipment is now available for the 
restoration of hospital pillows. One 
part of the equipment screens out 
broken quills and heavy dirt. It 
then deposits the feathers in a 
processing bag. Feathers in the 
bags are steam cleaned, dusted and 
dried in a tumbler. 

The machine used in the first 
part of the operation later restores 
the feathers to the ticking, which 
in the meantime has been laun- 
dered. When not feather recondi- 
tioning, the tumbler is used for 
regular laundry work.—R. H. 





Hospita! Soda- 
Area acid 
Wards: X 
Halls and corridors X 
Kitchens 
Laboratories 
X-ray laboratory X 
X-ray film storage x 
Operating rooms 
Pharmacy 
Combustible anesthetic storage 
Miscellaneous storage X 


Electrical equipment 





FIRE EXTINGUISHER SELECTION 


Loaded- Carbon Carbon tetra- 
stream Foam dioxide chloride 
X X 
X X X 
X X X X 
X X X X 
X 
X 
X X 
X X X 
X X X X 
X X X 
X X 
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MEDICAL REVIEW 








PromptAction Recommended in 
TREATING “STROKES” 


FATALISTIC attitude toward 
A cerebrovascular accidents is a 
mistake. 

In the care of this group of pa- 
tients, commonly referred to in 
hospital terminology as ‘“strokes,”’ 
procrastination is no longer justifi- 
able. Dr. R. M. Rankin disagrees 
with the commonly accepted teach- 
ing that cerebral hemorrhage is 
caused by a sudden rupture of a 
large vessel with extensive and ir- 
reversible damage to brain tissue. In 
an article in the Northwest Medical 
Journal he advises that brain tis- 
sue is gradually rendered blood- 
less by impairment of blood sup- 
ply. The resulting lack of oxygen 
causes reflex dilatation of the ves- 
sels of the area and the produc- 
tion of edema fluid. This in turn 
initiates a chain reaction of further 
deprivation of blood supply until, 
as an end result, occlusion of a 
good-sized cerebral vessel occurs. 
This preliminary process is iden- 
tical in hemorrhage or permanent 
occlusion of a vessel. The differ- 
ence depends on whether or not 
collateral circulation fills the para- 
lyzed vessels with resulting tran- 
sudation of blood. If the vessels are 
not filled there is a permanent 
bloodless area. 

In most cerebrovascular acci- 
dents some brain tissue is com- 
pletely destroyed, but a much larger 
area merely ceases to function 
temporarily. It is in this situation 
that well-guided and prompt ther- 
apy may prevent extensive perma- 
nent disability. 


To minimize cerebral damage, 
prophylactic treatment should be 
Started at the first sign of mental 
or neurologic disturbances. Cere- 
brovascular accidents may be post- 
poned by restriction of exercise, 
the correction of excesses in eat- 
ing and the restriction of alcohol 
and tobacco. Vasodilating medica- 
tions are also advisable. 


Following a vascular accident, 
Prompt, vigorous therapy is in- 
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dicated. Such therapy includes 
measures to diminish cerebral 
edema, combat protein deficiency 
in the blood stream and regulate 
salt metabolism. Sometimes sur- 
gical evacuation of clotted blood 
from the brain may be feasible. 
This is helpful especially in the 
young or middle-aged patient. 

Physical therapy, including mas- 
sage and active and passive mo- 
tion, has proved valuable. In some 
instances rehabilitation therapy is 
necessary for the ultimate return 
of physical function. As cerebro- 
vascular accidents now are the 
tenth largest cause of death, ade- 
quate physical therapy and re- 
habilitation services are becoming 
recognized as important services in 
every civilian hospital. 


Artificial Kidneys 


A substitute for human kidneys 
now can be hooked into the blood 
vessels in an emergency to remove 
vital fluid wastes which would 
cause uremia and death. Two 
methods have been devised for re- 
moving waste substances from the 
blood stream when the kidney has 
stopped functioning. 

One of these is a completely new 
device that is simply a sheet of cel- 
lophane sandwiched between two 
rubber pads. This imitates the ac- 
tion of the natural kidney by al- 
lowing blood to pass through its 
vessels, which in this device are 
grooves. On the other side of the 
cellophane another set of grooves 
in the rubber carry chemical solu- 
tions in the opposite direction. 
These remove the impurities from 
the blood and return the cleansed 
blood to the body. 

Chemical solutions do the work 
which the kidneys neglect because 
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of disease or impairment of func- 
tion. They separate the sugar, salt 
and water in the blood, concentrate 
the waste products which are or- 
dinarily excreted as urine, and re- 
move them. 

The authors, two physicians from 
the Crile Veterans Hospital at 
Parma, Ohio, explain that this ap- 
paratus shows promise both as a 
laboratory tool and as an artificial 
kidney. It has the advantage of be- 
ing efficient and easily sterilized 
since the entire apparatus can be 
immersed in the laboratory pres- 
sure cooker. Also it has a large sur- 
face through which solutions can 
be passed. 

Another type of artificial kidney 
has been developed by three physi- 
cians from Toronto, Ont. This one 
filters the waste products in the 
blood through a cellulose mem- 
brane. A pump and a connecting 
tube are used to remove the blood 
from the large trunk vein of the 
body, pass it through the mem- 
brane and into the opposite vein of 
the flank. The membrane is sub- 
jected to a chemical bath while the 
blood passes through it so that the 
poisonous body substances can be 
removed. In addition, heparin is 
added as an anti - blood - clotting 
substance. The Canadian physicians 
report that the apparatus has been 
used successfully on patients, and 
several days of treatment causes 
no ill effects. 


Isopropyl Alcohol 


Isopropyl] alcohol is gradually re- 
placing ethyl alcohol for a variety 
of hospital uses: As a massage com- 
pound, for the preparation of many 
pharmaceuticals, as a preoperative 
surgical antiseptic for the surgeon’s 
hands, for application to the field 
of surgery or point of hypodermic 
injection, for sterilization of instru- 
ments, for the cleansing of wounds, 
storage of sutures, as a dehydrating 
agent and in the preparation of 
stains and reagents, for the prepar- 
ation of rubbing lotions, liniments 
and external preparations, and as 
a satisfactory replacement in the 
preparation of extracts where the 
solvent is evaporated. It is also 
used in the preparation of tablet 
granulations and other pharmaceu- 
tical products for external uses. 

Since it is nonpotable it is not 
subject to burdensome federal reg- 
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ulations and restrictions and taxa- 
tion. It is recognized by the Amer- 
ican Medical Association (New 
and Nonofficial Remedies) and is 
official in the National Formulary. 

Precautions must be taken so 
that it will not be used internally. 
It is generally agreed that the 
toxicity of isopropyl alcohol is al- 
most twice that of ethyl. Pharma- 
cologic studies have established that 
when isopropyl alcohol is taken in- 
ternally it is rapidly absorbed from 
the gastrointestinal tract, partially 
transformed into acetone and is 
eliminated by way of the kidneys. 
The ingestion of small amounts 
will not produce any deleterious 
effects. 

Isopropyl alcohol has a better 
germicidal value than ethyl alco- 
hol, and the maximum value oc- 
curs at a lower concentration. A 
50 per cent solution is equivalent 
to a 70 per cent solution of ethyl 
alcohol, thus furnishing a superior 
germicide at a lower cost. With a 
lower surface tension and greater 
fat-solvent action, it is better 
suited to disinfection of the skin 
and does not precipitate insulin as 
does ethyl alcohol. 


Chronic Alcoholism 


One method for the treatment of 
chronic alcoholism consists of estab- 
lishing an aversion to the sight, 
taste, smell and thought of all 
types of alcoholic beverages. 
Known as the conditioned-reflex 
treatment, aversion is brought on 
by repeated -conditioning seances. 
Four to eight sessions may be nec- 
essary before the desired aversion 
is established. 

An individual seance consists of 
the administration of a nauseant 
drug, emetine, which acts as the 
unconditioned stimulant and elicits 
an unconditioned refiex. Immedi- 
ately before the onset of nausea a 
patient is given various types of 
alcoholic beverages (the condi- 
tioned stimulus). After repetition 
of several such treatments a con- 
tioned-reflex aversion to all types 
of alcoholic beverages is developed, 
an aversion to the sight, taste and 
smell of each. 

The results of the treatment of 
2,323 patients during a period of 
ten and one-half years in a west- 
ern sanatorium illustrate several of 
the problems pertinent to the ulti- 
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mate rehabilitation of the chronic 
alcoholic. Patients treated in this 
series were unselected. The only 
requirement was that they could 
not be actively psychotic and that 
they had to be sincere in wanting 
to overcome their problem. 

As a result of treatment by this 
method, 85 per cent of the patients 
abstained for six months or longer; 
70 per cent for a year; 60 per cent 
for two years; 40 per cent for four 
years; 30 per cent for seven years; 
and 25 per cent for ten and one- 
half years. The relapsed patients 
were abstinent for an average of 
slightly more than 11 months be- 
fore resuming drinking. These sta- 
tistics prove that the treatment is 
of definite value both from eco- 
nomical and social standpoints. 

Significant in the analysis of the 
relapsed patients is the fact that 
30 per cent of the patients treated 
apparently had been in need of 
psychotherapy. This was deter- 
mined in a study of their reasons 
for relapse. 

Indicative of the need for the ap- 
plication of adjuvant therapy is 
the fact that such factors as age, 
occupational stability, marital un- 
happiness, nervousness, history of 
recurrent delirium tremens and 
financial indolence definitely af- 
fected the ultimate prognosis. 

Subsequent to the conditioning 
therapy, a program of environ- 
mental and personality adjustment 
is required. Additional forms of 
therapy include pentothal narcosis 
and psychotherapy, intensive phys- 
ical and social rehabilitation, and 
shock therapy for a very few se- 
lected depressed patients. Perma- 
nent rehabilitation of the chronic 
alcoholic appears to require a com- 
prehensive therapeutic program 
applied to the needs of the individ- 
ual patient. 


Reports of Cancer Cured 


Definite progress is being made 
in the treatment of cancer. Reports 
from hospital tumor clinics pre- 
sented at the American College of 
Surgeons meeting in Los Angeles 
indicate that the outlook for pa- 
tients with cancer is by no means 
hopeless. These were some of the 
outstanding reports: 

At the tumor clinic of Kings 
County Hospital, Seattle, 343 pa- 
tients were cured of cancer and 





132 survived over a_ five-year 
period. 

During a five-year period at 
Emory University Hospital in At- 
lanta, cures were recorded for 25 
of 49 patients with cancer of the 
breast, 37 of 77 with cancer of the 
neck of the uterus and 22 of 38 
with cancer of the body of the 
uterus. 

Of 244 patients with cancer of 
the large intestine on which fol- 
low-up work was done, 122 sur- 
vived five years or longer. This 
report came from the Scott and 
White Clinic, Temple, Texas. 

During a 12-year period, 4,000 
patients were cured of cancer at 
the Veterans Administration Hos- 
pital at Hines, Ill. 

The five-year survival rate in six 
upstate New York counties was 
26 per cent. This was a report of a 
study of all cancer cases reported 
from 1940 to 1944. 

Substantial statistical evidence 
now is available to indicate that 
the curability of cancer is increas- 
ing year by year. In the seven-year 
period, 1935 to 1941, there were 
nearly 13,000 cases of proved can- 
cer in Connecticut. Increase in five- 
year survivals since 1935 range 
from 9 per cent to 37 per cent. 
This striking change has not been 
limited to cancer of any particular 
organ but applies in different de- 
grees to cancer of every important 
site as well as to the total group. 


Oral Use of Penicillin 


Penicillin has proved unequivoc- 
ably to be one of the most potent 
therapeutic agents in the treat- 
ment of pneumococcic pneumonia 
and gonorrhea. It is general knowl- 
edge that its toxic complications 
are less marked than those of its 
chemical predecessors. 

In the past two years, evidence 
has accumulated to indicate that 
orally administered penicillin can 
produce adequate therapeutic blood 
levels. There has been considerable 
disagreement, however, on the best 
method for oral usage. There is in- 
conclusive information concerning 
such factors as rate and degree of 
absorption and the action of the 
gastrointestinal tract and its secre- 
tions on this drug. 

In a study of 48 patients with 
pneumococcic pneumonia who were 
treated with oral penicillin at the 
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Cook County Hospital, Chicago, re- 
sults were called satisfactory, if 
not superior to chemotherapy and 
almost equal to parenteral penicil- 
lin treatment. The penicillin was 
administered orally every three 
hours. 

The major deterrent to oral pen- 
icillin therapy is the cost. The oral 
method requires about five times 
the customary parenteral dosage. 
Compared to _ sulfadiazine, oral 
penicillin is five times as expensive. 
Cost comparison with parenteral 


penicillin is difficult to estimate be- 
cause of the extra consideration of 
the cost of services. 

Further evidence of the effec- 
tiveness of orally administered 
penicillin in the prevention of 
gonorrhea is reported by the Pub- 
lic Health Service’s National In- 
stitutes of Health. Tablets contain- 
ing 100,000 units of penicillin were 
given to each of 150 men as they 
returned from shore liberty. Five 
contracted gonorrhea during a 16- 
week period. There was reason to 
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believe that three of these men dil 
not receive penicillin. 

An equal number of men in an- 
other group received a tablet with- 
out penicillin. In this group there 
were 43 cases of gonorrhea during 
a six-month period, a rate of 11.9 
cases per 1,000 liberties with a sick- 
ness rate of 500 cases per 1,000 
men per year. 

In the group that received the 
penicillin tablets there were 1.8 
cases of gonorrhea per 1,000 liber- 
ties, and an average sickness rate 
of 105 per 100,000 men per year. 
When the penicillin dosage was in- 
creased to 250,000 units in a single 
tablet during an eight-week period, 
only one case developed among 87 
to 141 men on 569 liberties and 
this man said he had not taken the 
penicillin pill. | 

No sign of sensitization to peni- 
cillin has been observed. The or- 
ganisms causing gonorrhea appar- 
ently have not developed resistance 
to penicillin. There have been no 
cases of simultaneous syphilis be- 
ing suppressed by the preventive 
pill, only to flare up later as has 
occurred in penicillin treatment of 
gonorrhea: With this easy means of 
prevention now available, the chain 
of infection could be broken and 
in time the disease may be prac- 
tically wiped out. 


Aureomycin 

Announcement of a new drug, 
aureomycin, was made recently at 
a conference of the New York 
Academy of Sciences. It is expected 
to supplement penicillin and strep- 
tomycin and may be effective in 
certain virus diseases. This drug is 
derived from a fungus of genus 
streptomyces which is the same 
genus but not the same species 
from which streptomycin is de- 
rived. 

Preliminary investigation with 
aureomycin has reached the point 
where its release for general medi- 
cal use may be expected soon. 
Aureomycin has been shown to be 
effective against lymphogranuloma 
venereum, a _ venereal disease 
caused by a virus; ocular infections 
of mixed bacterial nature; Q fever, 
a rickettsial disease prevalent 
throughout the western part of 
the United States, and many 
dysenteric infections. 
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THE LITERATURE 





Collection of Articles on the 


RECORDS 


MEDICAL RECORD ADMINISTRATION. 
Compiled by the library staff of the 
American Hospital Association and 
Mrs. Adaline C. Hayden, formerly 
executive secretary of the Ameri- 
can Association of Medical Record 
Librarians. 267 pp. Chicago: The 
American Hospital Association. 
1948. $2.50. 

RTICLES IN THIS compilation 

were written by hospital ad- 
ministrators, instructors of medical 
record library science, medical rec- 
ord librarians, attorneys and others 
interested in the need for good 
medical records. Most phases of the 
use of the medical record are dis- 
cussed. 

The need for such a book has 
been evident for some time. It 
brings together ideas that present 
a complete picture of the medical 
records department and its many 
ramifications. The inclusion of 
these articles within one cover 
makes for speedy reference. The 
articles are short and to the point. 

Some of the subjects discussed 
under the following headings are: 
“Setting up a Medical Records Li- 
brary,” “Management of the Rec- 
ord Department” and “Installing 
Standard Nomenclature.” Each ar- 
ticle was written by a medical rec- 
ord librarian who has had experi- 
ence with that particular problem. 

Hospital administrators have 
written their comments on the 
evaluation of the medical record, 
the many ways in which it may be 
used, its importance, the hospital 
superintendent’s responsibility in 
record room control and the rela- 
tion of the medical record librarian 
to other departments in the hos- 
pital. Recently hospitals have been 
trying to secure adequate and 
complete records and better pro- 
fessional standards of service. This 
subject is well presented in the 
chapter, “The Professional Audit to 
Control Efficiency.” 

“How a Medical Record Librarian 
Corrals Doctors with Cartoons” 
will give administrators a hint or 
two regarding the problem of in- 
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DEPARTMENT 


complete records. Other articles on 
this question have many worth- 
while ideas. 

The question second to what to 
incomplete records is 
where to store those that are com- 
pleted. Microfilming the record for 
permanent storage is one of several 
methods used. The discussions of 
this subject will assist administra- 
tors in making a decision in accord 
with the hospital’s needs. 

The medico-legal aspect of the 
record has not been overlooked. 
Today, the law plays a “silent part- 
ner” role with medical records. It 
is imperative that individuals re- 
sponsible for the preparation and 
control of the medical record be 
aware of the legal hazards. The 
“Confidential Status of Records,” 
“Legal Hazards of Inadequate Hos- 
pital Records,’ “Codes for Access 
to Information,’ and “So You’ve 
Been Called to Court? A Lawyer 
Advises Procedure,” will prove 
quick reference for the questions 
frequently encountered in the han- 
dling and use of records. 

In the 35 articles included in this 
book, there are 14 categories of 
subject material presented. 

The authors of these articles are 
well-qualified to present the func- 
tions of the medical record depart- 
ment and the problems of admin- 
istration. The book will not answer 
all questions but should help to 
clear up many of the problems that 
have puzzled hospital administra- 
tors medical record librarians for 
so long. — MARTHA M. BaAILER, 
R.R.L., executive secretary, Amer- 
ican Association of Medical Record 
Librarians. 


Mass Radiography 


CHEST X-RAY SERVICE IN ACTION; a 
symposium. 101 pp. New York City: 
National Tuberculosis Association. 
1948. 


This is a collection of reports that 
evaluate and describe the use of 
mass radiography in industry and 
on a community-wide basis. 


The first section, “Community 
Organization for Mass Chest X-ray 
Surveys,” makes the point that 
mass radiography, as one method 
of tuberculosis case finding, can 
be consummated successfully un- 
der the guidance and leadership of 
the county medical society. 

Under the direction of a chest 
survey committee, voluntary health 
agencies, the medical profession 
and official agencies have achieved 
teamwork and cooperation. Some 
of their other significant achieve- 
ments are the preservation of the 
family physician-patient relation- 
ship, the cooperation of radiologists 
and the joint participation of in- 
dustry, labor, welfare agencies and 
voluntary and public health asso- 
ciations. The book also contains 
practical suggestions for continu- , 
ing and financing periodic mass x- 
ray screening.—C. T. D. 


Prepayment Research 


MEDICAL AND HOSPITAL SERVICES PRO- 
VIDED UNDER PREPAYMENT ARRANGE- 
MENTS, TRINITY HOSPITAL, LITTLE 
Rock, ARK., 1941-42. Margaret C. 
Klem and others. 276 pp. Washing- 
ton: Government Printing Office. 
1948. $1. 

The Bureau of Research and Sta- 
tistics, the Social Security Admin- 
istration, under the Federal Se- 
curity Agency has issued this bu- 
reau memorandum, No. 69, as the 
report of an intensive study of one 
specific prepayment plan, carried 
on by its research staff. Although 
the data apply to the years 1941 
and 1942, they will be useful to 
many public and private groups in- 
terested in new methods of provid- 
ing or paying for medical service.— 
rer: 


A Thoughtful Discussion 


EMIC—A Stupy oF ADMINISTRATIVE 
EXPERIENCE. Nathan Sinai, Dr. P. 
H., and Odin W. Anderson, Ph.D. 
181 pp. Bureau of Public Health 
Economics, Research Series No. 3. 
Ann Arbor: University of Mich- 
igan. 1948. 

When war wives followed hus- 
bands to military camps, babies 
often were born under substand- 
ard conditions. Congress set up the 
Emergency Maternity and Infant 
Care program to finance such care 
for wives and babies of men in the 
lower grades of the enlisted ranks. 

Since 1912 the Children’s Bu- 
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reau has been working to improve 

maternal and infant care. In 1943 
it began to administer the EMIC 
program. This book is a study of 
that program. 

The first half gives the back- 
ground and the legislative and ad- 
ministrative history of EMIC. It 
tells how the Children’s Bureau 
spent $130,500,000 through the 
period 1943-47 for 1,222,500 ma- 
ternity and 230,000 infant cases. It 
discusses the establishment of the 
program and the development of 
rules and regulations to meet one 
administrative problem after an- 
other. 

But the second and _ slightly 
larger half of the book is a 
thoughtful discussion of EMIC as a 
pilot operation for ultimate organ- 
_ization of all health activities un- 
der a national hospital and medical 
care program. 

The authors assert that EMIC is 
only one of “six actual national 
health plans ... three of these 
(crippled children, veterans’ ‘home 
town care,’ and vocational rehabil- 
itation) are operating now.” 

A national health plan could be 
voluntary as well as governmental. 
With this in mind the authors ex- 
amine such problems as the means 
test (“Today the ‘key log’ in the 
medical economic jam is not one 
of compulsion versus volition; it 
is the one called the ‘means 
test’.”.); payment to doctors and 
hospitals (“The most successful 
feature of EMIC was the system of 
payment to hospitals.”’); the use 
of advisory committees (“The Bu- 
reau resisted the tendency of com- 
mittees to assume that a vote on 
a matter of policy is anything 
more than a guide.”’), and the ef- 
fect of EMIC (‘One set of controls 
was aimed at the improvement of 
hospital care.’’). 

The authors conclude: ‘Despite 
much writing on the subject of a 
national health plan, not nearly 
enough attention has been given 
to the details of administration.” 

Authors Sinai and Anderson are 
noted for their belief in govern- 
ment as the best. administrator of 
health services. Their plausible 
analysis of EMIC as a study of 
administrative experience and 
their calm assumption that it is 
simply a foretaste of things to 
come may drive the conservative 
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reader seeking comfort to the 
Brookings Institution report. But 
to those deeply concerned with the 


future of health activities in this 
country, this book will be very 
provocative.—A. V. W. 


Reference Guide 





PAY CAFETERIAS 


HE PAY CAFETERIA is not new; 

many hospitals are now using 
this method of providing meals for 
personnel. The natural result of a 
full cash salary system is the in- 
stallation of a pay cafeteria. Ar- 
ticles from the literature which 
describe how pay cafeterias have 
been established are described 
briefly for the administrator and 
dietitian who must decide whether 
or not a pay cafeteria is advisable. 


“So We Changed to Cash Salaries.” 

Elmina L. Snow. Modern Hospital. 65: 
115-116. October 1945. 
» This article describes how the 
cafeteria was set up at Cortland 
(N. Y.) County Hospital, a small 
hospital in a community where 
many of the employees live at 
home. Elaborate equipment is not 
needed and the advantages are 
actual saving in food and better 
employee relations. Meal tickets, 
punched in the amount of the cost 
of each meal, simplify the handling 
of this part of the procedure. A 
picture of the card used is repro- 
duced in the article. 


“Operating a Nonprofit Pay Cafe- 
teria.” Elizabeth Ann McCarthy. Pa- 
per presented at the American Hos- 
pital Association Annual Convention, 
St. Louis. 1947. 

» Study of this article will be of 
help to the dietitian and adminis- 
trator who are discussing con- 
version. Necessary considerations 
discussed are the steps to be taken 
from planning the maintenance al- 
lowance to be added to the cash 





Inquiries about books reviewed here 
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salary to the type of bulletins and 
posters used in the cafeteria. The 
article stresses the importance of 
full cooperation between all de- 
partments of the hospital. 


“How the Pay Cafeteria System Was 

Introduced at Massachusetts General 
Hospital.” Marion D. Floyd, Ruth W. 
Spencer and Elizabeth A. McCarthy. 
Hospital Management. 59: 84-92. June 
1945. 
» The development of the pay 
cafeteria system is described from 
its beginning in 1934 for one group 
of employees to a complete cover- 
age of all the employees including 
staff doctors. The article is par- 
ticularly helpful because of the de- 
tailed analysis of the schedule of 
work in the kitchen and cafeteria. 
Although the schedule is set up for 
a large hospital, it may be used in 
a smaller hospital because the units 
of work are the same. 


“This Pay Cafeteria Works.” Ameri- 
can Journal of .Nursing. 48: 496-497. 
August 1948. 


p» An editor of the journal reports 
on a visit to the pay cafeteria of 
the Lenox Hill Hospital, New York 
City. Much of the material was 
supplied by Mary M. Richardson, 
director of nurses. The cafeteria is 
open to all employees of the hos- 
pital. Changeover from the main- 
tenance plus salary system to full 
salary resulted in the establish- 
ment of a cafeteria where em- 
ployees can choose the type and 
amount of food they want. 

A representative menu is repro- 
duced in the article with schedules 
and details of organization. A com- 
ment on the plan from the hos- 
pital’s point of view says: “The 
public gets a truer picture of the 
nurse’s actual salary. Only too fre- 
quently, under full maintenance, 
the cash salary alone was quoted. 
Thus the public was unaware of 
the complete compensation paid. 
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It is easier to make accurate com- 
parison with the earnings of wom- 
en in other fields. At the same time 
‘value of maintenance’ was not the 
same in various hospitals.” 

“Pay Cafeteria ‘Pays’.” E. J. Kra- 

henbuhl and M. H. O’Hora. Modern 
Hospital. 62:100-101. June 1944. 
» The inability of the administra- 
tion to convince the lower paid em- 
ployees that their maintenance is 
really worth the amount allowed 
for it led the Hospital of St. Barna- 
bas for Women and Children, New- 
ark, N. J. to introduce the full sal- 
ary and a pay cafeteria. A feature 
of this article is the method of 
computing prices for each item on 
the menu. As in most cafeterias of 
this type, each item is priced 
separately although there may be 
“combination” or “special” meals 
at a stated price. The cafeteria 
must pay for itself but does not 
operate at a profit. 





“Middlesex Hospital Likes Pay Cafe- 
teria; Here’s How it Works Out.” Hos- 
pital Management. 61:98-100. March 
1946. 


» This article reproduces questions 
and answers concerning the new 
pay cafeteria as they appeared in 
the hospital’s monthly publication. 
Howard Pfirman, administrator, 
supplied the answers. Of interest to 
administrators are the points raised 
and answered about part time em- 
ployees, those who put in over- 
time during a meal period, students 
and staff physicians. In this hos- 
pital, the cost of each meal to each 
person served is computed even 
though the person does not acually 
pay cash. 


“Pay Cafeteria for Staff Members 
and Employees.” Sister Romuald, S.C. 
Hospital Progress. 27: 365-367, Novem- 
ber 1946. 


» A factual account of the pay 
cafeteria setup at Good Samaritan 
Hospital, Cincinnati, Ohio, offers 
many helpful suggestions to ad- 
ministrators contemplating inaug- 
uration of the system. Details of 
the adjustments made and amount 
of help needed in relation to the 
number of meals served, the use of 
meal cards for all students, and 
Costs of such meals are discussed. 

Guests and staff doctors are not 
served in the cafeteria except on 
Sundays. The coffee shop has been 
previded for them. 
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Sister Romuald has some excel- 
lent comments on procedures for 
sanitation control. A manual of 110 


. pages has been compiled by the 


dietitians as a working text. Cost 
records are included in the article. 


“All Cash Salaries for Hospital Em- 
ployees Favored by All Concerned.” 
Forst R. Ostrander. Hospital Manage- 
ment. 60:29-31. November 1945. 

» The preliminary approach to the 
installation of a pay cafeteria—the 


philosophy of a full cash salary— 
is outlined from the point of view 
of the administrator and the em- 
ployee. A formula for evaluation of 
maintenance is offered. While the 
cost figures are three years old, 
the procedure still is sound. 

The second half of the article 
describes in detail the operation of 
the pay cafeteria. Photographs il- 
lustrate the dietary department 
layout at the Pawating Hospital, 
Niles, Mich.—H.V.P. 








Hillyard Hospital Soaps 


anv Dispensers... 


yx Velva-Babe Hospital Nursery 
reliable and dependable. 
Used by Hospitals, nurses and doc- 
tors for many years, with highly satis- 
factory results. It is a Palm and Olive 
oil liquid soap: leaves the baby’s skin 


Soap... 


soft and cool. 


Velva-Babe Dispenser: a handy port- 
able dispenser for oil, soap and al- 
cohol: operated with the back of the 
hand, leaving other hand free to 



















water... 





470 ALABAMA ST. 


SAN FRANCISCO Caur, DISTRIBUTORS HILLYARD CHEMICAL CO. ST. JOSEPH, MO. 











Santi-Septo 
Portable Dispenser 


s& Surga-Han 
Liquid Soap 
. . » has performed the all- 
important job of surgical 
wash-ups with dependable 
efficiency. Having an ex- 
tremely heavy body, Surga- 
Han should be diluted from 
two to five times with distilled 
according to the 
lather demanded by surgeons. 
Santi-Septo Portable Dis- 
penser ... is made from the 
exclusive Hillyard patents. 
Sturdily constructed of triple- 
plated brass, telescopic swivel 
spout, adjustable for all types 
of laboratories. Will not drip Ze 
or corrode. Gravity feed 
makes failure impos- 
sible. Machine guar- 
anteed for life. 
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Floor Treatment and Maintenance 
"JOB SPECIFICATIONS 
* * 














Read this new book showing 
the proper treatment of all 
types of Hospital floors, 
Write for your FREE Copy. 


There is a Hillyard ''Main- 
taineer" in your vicinity. Call, 
write or wire for his advice. 
His cooperation and helpful 
suggestions are given without 
cost or obligation. 





1947 BROADWAY. 
NEW YORK, WN. ¥. 
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tomorrow’s 
laboratories . 
will be equipped with 


A moduline 








another Aloe 
exclusive 













the most modern laboratory furniture in the world 


Moduline, by Aloe, comes in architectural approved 
widths and depths so that custom-built laboratory 
facilities may be developed from standard Moduline 
units. Notice these details: concealed hinges; baked 
steel finishes with stainless steel table tops; Furnished 
with or without reagent shelves. Utilities can be top or 
splashback mounted. No working space is taken up 
with utilities. Each new installation is convincing more 
persons that Moduline is the most functional, practical, 
laboratory furniture ever designed. Write for special 
booklet T-300 and learn how Moduline can help solve 
your furniture problems. 











Special schematic layouts for 
laboratories available on request. 








1831 Olive Street St. Lovis 3, Missouri 
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iMiaxket Prices Fluctuate with 
NO SIGNS OF A TREND 


HETHER FURTHER inflation or 
W some deflation is to come in 
1949 is a debatable issue among 
economists. The year 1948 ended 
with some price leveling and the 
dollar gained slightly in value. But 
there were few signs last month of 
a true trend in either direction. 
With a November 30 wholesale 
price index of 165.1, the average 
for all commodities was up 0.5 per 
cent over the October figure. This 
was 2.5 per cent higher than in the 
comparable week in 1947. 

Textiles showed some strength 
in the raw cotton market with in- 
creased export demands for Japan, 
Germany and Britain. But cotton 
yarns, fabrics and products re- 
mained weak. Metals prices con- 
tinued to move upward through- 
out November. 

Lumber took a slight dip in price. 
A continued downward trend was 
expected in lumber because of de- 
creased demands. Other building 
materials held their high levels. 
Cement rose 0.4 per cent and brick 
and tile increased 0.5 per cent. 

Because of high employment and 
increasing consumer incomes there 
was continued strong demand for 
most farm products in November. 
Yet, farm prices lowered notice- 


In mid-November the Bureau of 
Labor Statistics introduced a new 
weekly wholesale price index. The 
new index, a weekly counterpart 
of the bureau’s monthly wholesale 
price index, is based on a small 
sample of 115 commodities. These 
commodities are drawn from the 
900 commodities in the compre- 
hensive sample on which the 
monthly index is based. 


The bureau says the new index 
has many advantages. It is more 


reliable than the old index. It 
makes use only of weekly prices 
actually prevailing for every com- 
modity included in the 115-com- 
modity sample. This computation 
also is used for the monthly index. 
Now the weekly and monthly in- 
dexes are more closely related and 
comparable. 


The smaller coverage of this new 
index requires less computation 
work. This permits the issuance of 
indexes for each current week 
within three days after the end of 
the weekly period covered. This 
was a deficiency of the old weekly 
index, in use since 1932. 


The new weekly index is avail- 
able as a continuous series from the 
beginning of 1947. Necessary cor- 
rections can be made in the tabular 
form. 





COMMODITY 7 1948 1948 


All commodities 

Farm products . 

All foods Te 

Textile products 

Fuel and lighting 
materials 

Metal and metal 
products 

Building materials .... 

All others* 


and miscellaneous commodities. 


Source: Bureau of Labor Statistics. 


TABLE 1—A SLIGHT RISE 


Weekly Index Numbers of Wholesale Prices—1926=100 


Jan.3 Nov.2 Nov.9 Nov. 16 Nov. 23 N 


*Includes chemicals and allied products, hides and leather products, housefurnishing goods 


The new weekly index is designed as a weekly counterpart of the monthly wholesale price index 
and is not comparable with the old weekly index previously issued. Since the new weekly index 
is based on a sample of about one-eighth of the commodities in the comprehensive sample, 
however, the monthly index should be used for fuller coverage. 


% of change 
1/3/48 12/2/47 
ov.30 to to 
1948 11/30/4811/30/48 
+4.2 + 2.5 
—99 — 69 
176.1 F : A —2.4 — 1.6 
146.8 s ; ; —0.3 + 0.5 


136.6 +6.4 1 
203.0 +7.3 


203.0 +7.3 
134.8 +8.9 


1948 1948 1948 
164.2 164.3 
176.3 . 








TABLE 2—DOLLAR VALUE UP 


Monthly Index Numbers of Wholesale Prices—1926=100 


; Oct. Oct. Oct. Oct. Oct. 
COMMODITY 1940 1942 1944 1946 1947 1948 


ably. This, according to the De- 
partment of Agriculture, was 
caused by heavy marketings of 
record crops and large seasonal 
marketings of meat animals. Farm 
prices on October 15 averaged 4 
per cent below mid-September and 
10 per cent below the peak of Jan- 
uary, 1948. 

Prices of meat animals declined 
generally from September to De- 
cember. The price decline for hogs 
was faster and earlier than last 
year. Prices were not expected to 
rise rapidly in late December. 

Sales declined on all markets in 
the last three months of 1948. But 
Surveys show that demands still 
were great and would continue to 
be throughout the first half of 1949. 
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All commodities 

Farm products . 

Foods : : 

Textile products . 

CORON GOOds. .........-.-......5--- 

Fuel and lighting materials 

Anthracite coal eer 

Bituminous coal 

Electricity 

ee 

Building materials 

Brick and tile 

Cement 

Lumber 

Paint and paint materials 

Plumbing and heating materials 

Structural steel ssl dalteatniatteds 

Other building materials 

Drugs and pharmaceutical 
materials 

Raw materials .......... : 

Semi-manufactured articles 

Manufactured products ... 

Purchasing power of dolla 


104.1 
123. 


104.2 
99.4 
118.8 
82.9 
95.2 
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*Figures not available at press time. 
Source: Bureau of Labor Statistics. 











JANUARY 1949, VOL. 23 

















Centralization Succeeds with a 


CHANGEOVER FORMULA 





ENTRALIZED PURCHASING has 
C produced substantial economies 
for many hospitals, among them 
Northwestern Hospital of Minne- 
apolis. Horse-and-buggy methods 
of handling the purchasing function 
are disappearing rapidly in view 
of the overwhelming evidence of 
the advantages of centralized pur- 
chasing. The period of transition 
from decentralized to centralized 
purchasing is the keypoint. 

One year ago, centralization of 
purchasing was begun at North- 
western Hospital. Before this time 
the purchasing function was divided 
among the superintendent and 
many of the department heads. De- 
partment heads gave up valuable 
time from the supervision of their 
department to discuss supply prob- 
lems with sales representatives. 
Many times the same basic items 
were bought by more than one de- 
partment in relatively small quan- 
tities with the loss of quantity dis- 
counts and the uneconomic use of 
time of the persons involved. 

The operating room supervisor 
ran a storeroom in her department 
in addition to the main hospital 
storeroom. According to a survey, 
the main storeroom had enough ad- 
hesive tape of one type to last 22 
years, a 19-year supply of par- 
ticular type of screw clamp and a 
14-year supply of canned mush- 
room juice. 

Before centralization was begun, 
existing purchasing practices and 
procedures were surveyed care- 
fully. Simultaneously, we began to 
investigate other purchasing sys- 
tems. Helpful suggestions came 
from other hospitals, industry and 
business system representatives. 

A major change in policy always 
has a disturbing effect on em- 
ployees. Thus it was decided to 
make the transition from decen- 
tralized purchasing to centralized 
purchasing through a_= gradual 
building-up process. By doing this 
the benefits of immediate central- 
ization were sacrificed. What was 
considered more important, how- 
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ARTHUR G. HENNINGS 


ASSISTANT ADMINISTRATOR 
NORTHWESTERN HOSPITAL, MINNEAPOLIS 


ever, was the close working rela- 
tionship and understanding whieh 
developed between the purchasing 
agent and the department heads. 

The groundwork was laid by dis- 
cussing the problem of centraliza- 
tion with each department head. 

_During these discussions the ad- 
vantages of centralized purchasing 
were pointed out. One of the most 
important is that the department 
head will have more time to devote 
to the planning and supervising of 
his department. It also was pointed 
out that centralized purchasing re- 
quires a close working arrange- 
ment with the departments and 
that the “using’’ departments will 
carry the responsibility of specify- 
ing the type and quality of materi- 
als they need. 

One of the early steps towards 





Step by Step 

SUCCESSFUL TRANSITION 
from decentralized to cen- 
tralized purchasing depends, 
first, upon the thoroughness 
of the original plan. These 
were five important points in 
the Northwestern procedure: 

1. A survey of existing 
policies was made to show 
where improvement could be 
made. 

2. A system to meet the 
hospital’s needs was developed 
and plans were made for its 
installation. 

3. Steps were taken to get 
the program started immedi- 
ately; it was recognized that 
immediate perfection is not 
possible. 

4. By selling the ideas and 
avoiding abrupt methods, cen- 
tralization was achieved grad- 
ually. 

5. Close working relation- 
ships with the “using” de- 
partments were developed 
and maintained. 














centralization was initiation of tie 
purchasing department requisition 
and a multiple copy purchase order 
form. With this procedure we route 
all orders through the purchasing 
department and make all depait- 
ments conscious of the central pur- 
chasing department. A storerocm 
stockbook was prepared and sup- 
plies were arranged by stock num- 
ber. Items previously stocked in 
various departments were gradu- 
ally transferred to the central store- 
room and the purchasing of these 
items was taken over by the pur- 
chasing department. 

The purchasing activities of other 
departments were discontinued one 
by one as the purchasing depart- 
ment assumed these functions. This 
went on until all hospital buying 
except pharmaceuticals and food 
stuffs was concentrated in the cen- 
tral purchasing department. Now 
all orders must clear through the 
purchasing department and there 
is a close working relationship with 
the persons buying these classes of 
items. 

Another essential step was to 
establish a perpetual inventory sys- 
tem. After the storage and issuance 
of supplies had been recorded in 
the perpetual inventory file for a 
few months, additional savings 
were made possible through plan- 
ned purchases. Here again the im- 
portant thing seemed to be to get 
started. At first, only one class of 
supplies was included. Other classes 
were added at later dates. It now 
contains a record of all items 
stocked in the storeroom. 

Now the transition stage is prac- 
tically completed. Harmonious re- 
lationships with the departments 
have been established and main- 
tained mainly through the confer- 
ence method of give-and-take dis- 
cussion and arriving at an under- 
standing of supply problems. In the 
large departments such as the nurs- 
ing department, a department pur- 
chasing committee has been found 
to be an effective device in solving 
such supply problems as specifica- 
tions, simplification and standard- 
ization. 

We are yet far from perfection. 
Our stock book now is being re- 
written to include more items, units 
and unit prices. We soon shall have 
preprinted requisition forms. Still 
other projects will follow. 
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Purchasing 





COMMENT 





Survey of Practices 

AMONG THE OBJECTIVES of the 
Committee on Purchasing, Simpli- 
fication and Standardization are: 
Education of administrators and 
purchasing personnel in the econo- 
my of sound purchasing principles, 
and organization of the depart- 
ment and procedure. 

Results of a survey conducted 
by the Hospital Bureau of Stand- 
ards and Supplies, New York City, 
indicate that this is a correct ob- 
jective, and its report contains the 
conclusion that “hospitals have a 
long way to go in organizing their 
purchasing methods to provide for 
quality control and to obtain max- 
imum economy in buying and dis- 
tributing supplies.” 

The questionnaire which was 
sent to 206 hospitals drew 160 re- 
plies. Some of the findings are 
most interesting: 

Seventy-two per cent of the hos- 
pitals have centralized purchasing. 

More than half (85) employ a 
fulltime purchasing agent. 

Centralized purchasing appears 
to be interpreted in a large num- 
ber of cases as central control with 
the purchasing function being car- 
ried out by more than one person. 
Some of the people who purchase 
in addition to their other duties 
are the pharmacist, dietitian, en- 
gineer, cook, bookkeeper, store- 
keeper, superintendent or his assis- 
tant, and the pathologist. 

In only 39 of the hospitals is the 
purchasing done completely by one 
person. Stores departments are 
centralized in all but 26 hospitals. 
It is gratifying to find that only 42 
do not maintain a perpetual inven- 
tory. The value of this record ap- 
pears to be appreciated. 

Nearly half the hospitals ad- 
mitted a lack of proper or adequate 
storeroom space. Economical pur- 
chasing can be seriously hampered 
by such inadequate facilities. Loss 
from shrinkage is increased, fire 
hazards exist, and much time and 
effort is wasted. 

Replies to the questions concern- 
ing use of standards or specifica- 
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tions and facilities for checking and 
testing indicate a woeful lack of 
attention to these important pro- 
cedures. Purchasing by brand 
name appears to be the rule rather 
than the exception, and checking 


PPP OPP POCO OS 


of shipments on arrival is generally 
limited to a cursory examination 
for quality. 

One pleasing piece of informa- 
tion gleaned from replies is the 
extent to which institutions bene- 
fit by the simplified practice rec- 
ommendations. There is ample 
evidence that these projects are 
well-accepted and of real benefit. 
Several additional recommenda- 
tions are nearing completion and 
will be circulated shortly.—L.P.G. 











cor? 





eitzel 


103 





YEARS OF LEADERSHIP 


reedom of motion is guaran- 
teed in this surgeon’s gown, 
a long-time favorite of the 
doctor—as an adminstrator 
orasan individual wearer. 
Trim in appearance, 
wholly practical, and 
long-wearing. 
Gloves fit well over 
the stockinette cuffs. 
Belt and Yoke are 
re-inforced. 


NI VAI 
MEDIUM 
40-42 
LARGE 


44-46 





fee free, please, to in- 
quire about Surgeon’s 
Gown No. 339 or any 
other hospital apparel. 
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No.1 choice ofy Hospitals! 


This Hospital Superintendent Advises: 


“Throughout my years of hos- 
pital experience, I’ve found 
there’s a C.P.P. soap that 
pleases every patient. And 
it’s bound to be a pure, mild 
product that meets highest 
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This Nurse Reports: 


Wb 


“Patients brighten up when 
they find that their favorite 
Colgate-Palmolive-Peet soap 
is waiting for them. It’s only 
natural that they prefer the 
soaps they use in their own 


hospital standards. homes. 




















“Cashmere Bouquet 

Toilet Soap is a big 
favorite in private 
pavilions. Women like 

its delicate perfume, 

its hard-milled texture. 
Really, it’s such a 

luxury for so little more.” 


“Palmolive, for instance, 
is popular with patients 
and nurses alike. 

Men enjoy its refreshing 
fragrance—and so many 
women seem to follow the 
14-Day Palmolive 

Beauty Plan.” 











This Purchasing Agent Says: 


















“When younger purchasing 
agents ask my advice, I always 
suggest that they consider 
Colgate-Palmolive-Peet soap 
products. For I’ve found 
C.P.P. always meets hospital 
requirements, 





“Why, Colgate’s Floating 
Soap is made especially for 
hospital use. Meets the 
most exacting requirements 
for purity, mildness, 
man-sized lather. 

And comes in a wide 
range of sizes, too.” 





Call in your local C. P. P. representative and 





ask him to quote you prices on the sizes and 
quantities you need, or write direct to: 


\ 





Colgate-Palmolive-Peet Company 


Jersey City 2, N. J. © Atlanta 3, Ga. € Chicago 11, Ill. e Berkeley 2, Calif. 
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Kansas City 3, Kans. e 
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Personal ONews 








H. L. GLECKLER, superintendent 
of Wesley Hospital, Wichita, Kan., 
for the past 11 years, has resigned 
because of poor health. He will be 
succeeded by the REv. DR. ARMOUR 
H. Evans, who has been assistant 
superintendent of the hospital since 
February 1947. 


REAR ADMIRAL JOEL T. BOONE, 
MC, USN, of Washington, D. C., 
was elected president of the Asso- 
ciation of Mili- 
tary Surgeons of 
the United 
States. 

Avd mir at 
Boone, now gen- 
eral inspector of 
the medical de- 
partment and 
the executive 
secretary for the 
Committee on 
Medical and 
Hospital Services of the Armed 
Forces, is the eleventh Navy medi- 
cal officer to be elected to this of- 
fice. 








Dr. FRANCIS J. BEAN is the new 
superintendent and county physi-~ 
cian of the Pima County General 
Hospital, Tucson, Ariz. Until his 
resignation last June, Dr. Bean was 
the superintendent of the Henry 
W. Putnam Memorial Hospital, 
Bennington, Vt. 

Dr. Bean is a fellow of the Amer- 
ican College of Hospital Adminis- 
trators and is a personal member 
of the American Hospital Associa- 
tion. 


LEON R. BAILEY, administrative 
assistant at the Dallas City-County 
Hospital System, has been appoint- 
ed acting administrator of that in- 
stitution. He replaces THOMAS L. 
NorRTON who resigned recently to 
become administrator of the Wich- 
ita Falls (Texas) General Hospital. 





ADA JOHNSON, R.N., director of 
nurses and acting administrator of 
Salem (N.J.) County Hospital fol- 
lowing the resignation of RICHARD 
O. SMITH, has been appointed ad- 
ministrator. 





HERMAN J. GRIMMER JR., for- 
merly the principal hospital ad- 
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ministrator for the Institute of 
Inter-American Affairs in Ecua- 
dor, has been transferred to San 
Salvador, El Salvador (Central 
America) where he will be a hos- 
pital consultant for the Institute 
of Inter-American Affairs. 


WILLIAM K. TURNER is the new 
director of the Newport (R.1.) 
Hospital. Mr. Turner was the as- 
sistant treasurer of the Truesdale 
Hospital, Inc., at South Swansea, 
Mass. He is a personal member of 
the American Hospital Association. 


FRED J. PICKNELL has been ap- 
pointed administrator of the Mon- 
roe (Mich.) Hospital. Prior to this 
position, Mr. Picknell was the chief 
accountant at the Robinwood Hos- 
pital, Toledo, Ohio. 

He replaces HERBERT F. HAM- 
MOND at Monroe Hospital. Mr. 
Hammond has retired. 


WALTER H. MENDE is the new 
administrator of Holyoke (Mass.) 
Hospital. He was the administra- 
tor of the Clinton (Mass.) Hospi- 
tal. Mr. Mende replaces CARL F. 
WIELER at Holyoke Hospital. 


JOSEPH F. FRIEDHEIM was ap- 
pointed director of the Jameson 
Memorial Hospital at New Castle, 
Pa. He succeeds 
C. R. YOUNG- 
QUIST who has 
become super- 
intendent of the 
Christian Buhl 
Hospital in 
Sharon, Pa. 


Mr. Friedheim 
was’ formerly 
an administra- 
tive assistant at 
the Johns Hopkins Hospital in Bal- 
timore. Previously he was director 
of personnel and executive assis- 
tant at St. Luke’s Hospital, New 
York City. Mr. Friedheim served 
his administrative internship at St. 
Luke’s under Dr. CLAUDE W. 
MUNGER. 


Dr. MARGARET DUBOIS has re- 
signed as assistant director of the 
Hospital Division of the Medical 
College of Virginia at Richmond. 
CARL PARRISH, who has been an 


administrative assistant, will suc- 
ceed Dr. DuBois and will be in 
charge of the outpatient depart- 
ment. 

J. K. OWEN also has been ap- 
pointed assistant director of the 
Hospital Division and will have 
charge of financial operations. 


Dr. JOE RAINEY CLEMMONS, 
executive vice president and medi- 
cal. director of the Roosevelt Hos- 
pital, New York 
City, was to re- 
tire on January 
1, 1949. He came 
to Roosevelt 
Hospital in 1937 
and was made 
executive vice 
president in 
1946. Prior to 
this, he was the 
assistant direc- 
tor of the Strong 
Memorial Hospital, Rochester, N.Y. 

Dr. Clemmons is a fellow of the 
American College of Hospital Ad- 
ministrators, an active personal of 
the American Hospital Association 
since 1926 and a past president of 
the Greater New York Hospital 
Association. 





GEORGE B. PEARSON has_ been 
named superintendent of the High- 
land Sanitarium at Shreveport, La., 
succeeding GLADYS PINSCH. Mr. 
Pearson was an administrative as- 
sistant at the Harris Hospital, Fort 
Worth, Texas. He is a _ personal 
member of the American Hospital 
Association. 


BADEN J. THOMAS has been ap- 
pointed administrator of the Potter 
County Memorial Hospital, Couder- 
sport, Pa. Mr. Thomas is a personal 
member of the American Hospital 
Association. 

BROTHER ATHANASIUS SAVARY, 
R.N., has been appointed adminis- 
trator of the Alexian Brothers 
Hospital, Chicago. BROTHER SIL- 
VERIUS CASE was the acting ad- 
ministrator. 


Guy M. HANNER, assistant super- 
intendent of the Good Samaritan 
Hospital, Phoenix, Ariz., was to 
become superintendent of the hos- 
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pital on January 1, 1949. Mr. Han- 
ner will succeed J. O. SExtTon. Mr. 
Sexton, who is concluding his 
twenty-fifth year as superinten- 
dent, will become president of the 
board of directors. 


Dr. W. T. SHERMAN THORNDIKE 
has been appointed managing di- 
rector of Germantown Hospital and 
Dispensary at Philadelphia. 

Dr. Thorndike comes from Mas- 
sachusetts General Hospital, Bos- 
ton. He succeeds Dr. DONALD C. 
SMELZER who recently resigned to 
become executive director of the 





new Planning Committee of the 
Citizens Conference on Hospital 
Capital Requirements of Philadel- 
phia. 





Otto F. KELLER, former minister 
to the Zion Lutheran Congregation 
of the American Lutheran Church, 
Newberg, Ore., has been appointed 
administrator of the Denver and 
Rio Grande Western Hospital at 
Salida, Colo. Mr. Keller, who is 
replacing May CARNEY, was the 
administrator of Dodge County 
Hospital, Fremont, Neb., from 1942 
until 1945. 
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ALFRED L. GOLDEN, public rela- 
tions director of United Medice] 
Service of New York, has been ap- 
pointed a vice 
president by the 
board of direc- 
tors. He is also 
public relations 
director of As- 
sociated Hospi- 
tal Service, New 


York’s Blue 
Cross plan. 
Mr. Golden 


was formerly 
public relations 
director of the Hospital Service 
Association of Western Pennsy]- 
vania. He also has served as public 
relations consultant to life insur- 
ance and health organizations on 
the west coast. 





Dr. A. Ray Dawson, assistant 
medical director for physical medi- 
cine rehabilitation, Veterans Ad- 
ministration, announced his resig- 
nation in November. He is now 
chief of physical medicine at the 
McGuire Veterans Administration 
Hospital, Richmond, Va. 

Dr. Dawson requested the trans- 
fer several months ago because he 
wished to return to clinical work. 
He was in charge of medical re- 
habilitation work for the four-state 
Richmond branch area before being 
assigned to his recent post in Wash- 
ington, D. C. 





REAR ADMIRAL CHARLES MALDEN 
Oman, MC, USN (retired), died at 
Beacon, N. Y., last November. Ad- 
miral Oman was commissioned 
assistant surgeon in the Navy in 
February 1902. In 1941 Admiral 
Oman became the first medical 
officer in command of the national 
naval medical center at Bethesda, 
Md. In 1942 he retired but con- 
tinued to serve as the command- 
ing officer of the naval convales- 
cent hospital at Harriman, N. Y. 


Dr. Ross McCLuRE CHAPMAN, 
medical superintendent of the 
Sheppard and Enoch Pratt Hos- 
pital, Towson, Md., died September 
24, 1948. Se 

Dr. GEORGE H. RAMSEY, former 
health commissioner of Westchester 
County, N. Y., died at Saranac 
Lake, N. Y., in November. He was 
57 years old. 


HOSPITALS 









tal 
ce 
no 


an 


fol 
bil 
tin 


eal 


Le 


no’ 
int 


(de 
prc 
bee 
rec 
gre 


cei’ 
he 
tal 

vid 
anc 
pec 


are 
for 
Chi 
Osc 
den 
for 


bei! 
ing 
pul; 
legi 
to t 








n 


—_— ws Yo *e 














- + WASHINGTON PERSPECTIVE :- - 
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Congressional Oganization 


The Eighty-first Congress is about to convene as this 
issue goes to press. Though a heavy load of legislation 
is pending, little action can be expected for at least 
a month. 

Before Congress can act, it must organize. Its com- 
mittees, which make studies and prepare legislation 
for debate, must be reorganized. Committee chair- 
men now will be Democrats, probably senior mem- 
bers. A complete committee picture may not be avail- 
able before the end of the month. 

The early days of a new Congress always are 
taken up with routine business. The inauguration 
ceremonies will bring delay. Important work will 
not begin until President Truman sends his three 
major messages: The budget, the state-of-the-union 
and the economic message. 

Special messages on important issues probably will 
follow. Then congressional. leaders must decide which 
bills get first action. Foreign affairs will take much 
time, but the domestic program that is part of the 
Democratic platform will be laid before Congress 
early in the session. 


Legislative Proposals 


Legislation introduced during the last Congress is 
now dead and must be reintroduced. Undoubtedly, 
many of the old bills, changed only slightly, will be 
introduced during the early days. 

Cabinet department: The Federal Security Agency 
(described in Washington Perspective for November) 
probably will become a cabinet department. It has 
been reported that the President will make specific 
recommendations on this subject and ask that Con- 
gress act even before the inauguration date. 

Public health: The Public Health Service may re- 
ceive added support for its venereal disease, dental 
health, tuberculosis, cancer, heart disease and hospi- 
tal construction programs. In addition, a bill to pro- 
vide assistance to states and communities in setting up 
and maintaining fulltime public health services is ex- 
pected to be reintroduced. 

High in the group of federal grant-in-aid programs 
are maternal and child health services and services 
for crippled children, programs administered by the 
Children’s Bureau. Federal Security Administrator 
Oscar R. Ewing recently recommended to the Presi- 
dent that the fixed ceilings on federal appropriations 
for these programs be lifted. 

National health insurance: Greatest attention is 
being given to the controversial proposals for financ- 
ing medical and hospital care through federal com- 
pulsory insurance. President Truman has urged such 
legislation before, most recently in his final message 


to the special session of Congress held last summer. * 


it now appears that the compulsory health insur- 
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ance bill is being drafted under the personal super- 
vision of Oscar Ewing, who intends to prepare a 
broad measure that will have wide appeal. Past pro- 
posals thus may be softened. Compromises may make 
last year’s proposal more feasible. 

Education and research: Meanwhile there is a 
growing feeling that the federal government must 
provide some financial aid for the maintenance of 
medical and nursing schools. 

The National Science Foundation bill probably will 
be reintroduced. The President vetoed it in 1947 be- 
cause its administration was placed in the hands of 
a voluntary board of scientists which would not be 
controlled by the administrative branch nor the Presi- 
dent. In 1948, similar bills died when the Ejightieth 
Congress adjourned. 

Social security: For several years Congress has 
been studying the social security system and has 
postponed piecemeal amendments until the whole 
structure could be revised. Although experts predict 
the entire social security program (unemployment, 
disability, health, old age and survivor’s insurance) 
may ultimately cost as much as 15 to 20 per cent of 
the nation’s payroll, there still is great pressure to 
cover more people and to increase benefits. 

In any immediate revision of the Social Security 
Act, it is expected that the old age and survivor’s 
insurance will be extended to cover another 20,000,- 
000 people such as employees of nonprofit institutions, 
self-employed, farm and domestic workers and to 
liberalize the benefit and eligibility formulas. 

The public assistance provisions of social security 
may be amended to provide for direct payment to 
hospitals and doctors instead of payment to the bene- 
ficiary aS now required under federal programs. 

And there is pressure to extend unemployment 
insurance. It has been proposed also that the federal 
government provide disability insurance to protect 
employed persons against loss of pay during illness. 

Veterans: Both parties included in their platforms 
a pledge to maintain the highest possible standard of 
medical care and hospitalization for veterans disabled 
as a result of war service. Consequently, the present 
system for providing special hospitals for this segment 
of the population will be under constant scrutiny. 


Final Preparation 


As interested groups prepare testimony, President 
Truman still is talking things over. The head of each 
federal agency has submitted to him a list of legisla- 
tive proposals. These must be approved by the Bureau 
of the Budget to make certain they conform with the 
President’s policies. Only then can they become pos- 
sible programs for their sponsoring agencies. 

All administrative proposals—once approved by the 
President—stand an excellent chance of early action 
and a better-than-average chance of becoming law. 
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PREPAID CARE 
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Approval for National Enrollment 


After more than a year of study 
and conferences, final barriers have 
been removed to permit the estab- 
lishment of a national Blue Cross 
enrollment agency taking the form 
of an insurance company. Creation 
of such an organization, which will 
be empowered to sell uniform hos- 
pital insurance coverage to na- 
tional employers, was assured De- 
cember 11 when the Board of Trus- 
tees of the American Hospital 
Association approved Blue Cross 
Commission proposals for forma- 
tion of the Blue Cross Health Serv- 
ice, Inc., and the Blue Cross Asso- 
ciation. The Board unanimously 
endorsed “immediate activation” 
of the two organizations. 

This action followed rejection 
of the proposed Blue Cross-Blue 
Shield Health ‘Service, Inc., and 
the Blue Cross-Blue Shield Asso- 
ciation by the American Medical 
Association’s House of Delegates at 
its interim session in St. Louis last 
month. Though the medical plans 
will not participate now, the way 
has been left open for joining later. 
(A report on the medical associa- 
tion meeting may be found on page 
110.) 

Organization: The Blue Cross 
Association will be a nonprofit 
membership organization governed 
by a 15-member board. Twelve 
persons will be elected by the Blue 
Cross Commission and three mem- 
bers will be American Hospital 
Association appointees to the com- 
mission. 

The Blue Cross Association will 
provide mechanisms to help plan 
enrollment activities, will collect 
and interpret experience data for 
all plans, and will take care of 
basic underwriting and actuarial 
service for all plans. 

Blue Cross Health Service, Inc., 
will be organized as a_ not-for- 
profit stock insurance company. It 
will be governed by a board of 15 
directors, five to be elected by the 
Blue Cross Association and 10 by 
contributing plans. 

The health service will provide: 
Coverage for employees of national 
firms where approved plans do not 
exist, and excess coverage when 
necessary; a central agency through 
which enrollment, billing and col- 
lections can be handled for national 
groups; uniform rates and benefits 
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for all employees of nationally en- 
rolled’ groups regardless of place 
of residence, and uniform regula- 
tions on enrollment, membership 
and administration of benefits. 

Beginnings: The first discussion 
about a national enrollment agency 
came during the May 1947 Blue 
Cross conference at Milwaukee. At 
that time a committee was ap- 
pointed to study the possibilities of 
an organization which would en- 
able plans to discharge their obli- 
gations to national business more 
effectively. 

Establishment of an association 
and of a health service corporation 
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ADMISSION-STAY 


The inpatient admission rate for 
Blue Cross plan patients was 111 
per thousand in October, 5.4 per 
cent below the September average 
of 117 patients per thousand. Sep- 
tember had been the only month in 
which an increase in admissions 
had been reported since June. 

The average length of stay for 
Blue Cross plan patients in Sep- 
tember was 7.41 days. This was 
.15 of a day longer than the average 
stay for thesprevious month. The 
September 1948 length of stay was 
shorter than for the same period 
in 1947, when the average was 7.61 
days. 





were approved in principle by th 
American Hospital Association s 
House of Delegates at the At- 
lantic City meeting in September. 
Blue Cross plans subsequently vot- 
ed approval at the French Lick con- 
ference last October. Further ac- 
tion was postponed until final word 
on Blue Shield participation could 
be received. 

The Blue Cross Commission 
scheduled a meeting for December 
9, following the American Medical 
Association session. When the com- 
mission met, final action on na- 
tional enrollment was approved. 

The insurance company prob- 
ably will work in this way: When 
an employer, union official or other 
prospective purchaser wishes Blue 
Cross coverage for a group of em- 
ployees living in more than one 
area, the negotiations and final 
contract will be worked out by the 
local plan director, as the author- 
ized agent for Blue Cross Health 
Service, Inc. Establishment of the 
new corporation will not affect 
present contracts or procedures. 


Bank Approval 


The starting date for operation 
of the Blue Cross Inter-Plan Serv- 
ice Benefit Bank, originally sched- 
uled for January 1, has been ad- 
vanced to early spring. By mid- 
December, enough plans had ap- 
proved participation to insure its 
start by April. 

When the bank is established, 
hospitalization of Blue Cross plan 
patients in areas outside their 
homes will be simplified. A mem- 
ber of any plan will be treated as 
though he were a member of the 
plan serving the area in which he 
is hospitalized, and he will receive 
the service benefits offered by that 
plan to its members. The host plan 
will pay the hospital and then will 
be reimbursed through the bank. 


New Arkansas Plan 


At its December meeting, the 
American Hospital Association’s 
Board of Trustees approved the 
Arkansas medical-surgical plan as 
a Blue Cross plan. It operates 
under the name of Arkansas Med- 
ical and Hospital Service, Inc. 
Headquarters are at Little Rock. 

J. H. Redheffer, assistant direc- 
tor of the Kansas City Blue Cross 
plan, is plan director. 
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Board Stand Against Compulsion 


Endorsement of voluntary health 
insurance and a reaffirmation of 
the Association’s stand against fed- 
eral compulsory insurance (see 
page 37) were passed by the Board 
of Trustees at its December 11 
meeting. The Board first approved 
an official statement of policy call- 
ing compulsion “detrimental to the 
continued improvement of the 
quality of care for the American 
people,” and second, unanimously 
endorsed immediate activation of a 
Blue Cross national enrollment 
agency. 

The Blue Cross Commission 
brought proposals to the Board for 
setting up a Blue Cross Association 
and Blue Cross Health Service, Inc. 
The two new organizations will 
result in establishment of a non- 
profit insurance company able to 
sell uniform coverage to national 
employers (see Prepaid Care). 


A number of Association council 
and committee projects were dis- 
cussed and passed upon at the 
meeting, which was a joint session 
of the Board and the Coordinating 
Committee. Among those approved 
were: 

AUXILIARIES: The Board author- 
ized the Committee on Women’s 
Hospital Auxiliaries to solicit funds 
for interim support. The Board 
agreed that auxiliaries should be 
affliated with member hospitals 
and that membership for these 
women’s groups should be on an 
auxiliary rather than a personal 
membership basis. This would in- 
volve setting up a new type of 
membership. 

AFFILIATION: The Board gave 
final approval to the revised affilia- 
tion agreement between the Asso- 
ciation and state hospital associa- 
tions. The agreement had been 
approved in principle by the Board 
at Atlantic City last September, 
then returned to the Council on 
Association Relations for final re- 
visions. 

TRAINING: An association-spon- 
sored course for hospital house- 
keepers, to be conducted annually 
at Michigan State College, Lansing, 
Was approved by the Board. The 
first course will be given during the 
1949 spring quarter. 

TRUSTEES: The Board authorized 
appointment of a committee of hos- 


pital trustees. Committee functions 
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will include further development of 
TRUSTEE magazine and expansion 
of other educational activities for 
national meetings of hospital trus- 
tees. It also was recommended that 
state hospital associations be en- 
couraged to adopt similar trustee 
programs locally. 

Other action: Among other busi- 
ness, the Board: 

—Approved -ereation of a com- 
mittee, under the Council on Asso- 
ciation Relations, to help mental 
hospitals and other groups that 
might need study. 

—Authorized appropriations up 
ot $30,000 for a national public re- 
lations program in 1949. 

—Voted to continue and expand 
the work of the Committee on Hos- 
pital Insurance. 

—Confirmed the appointment of 
the Committee on Surplus Foods 
of the Council on Government 
Relations. 

—Accepted the revised coopera- 
tive understanding between the 
Association and the American Na- 
tional Red Cross. 

—Approved a statement of hos- 
pital aims for community relations, 
with revisions as authorized by the 
House of Delegates last September. 





1949 NOMINATIONS 


The first meetings of the new 
Committee on Nomination of 
Officers are scheduled for Feb- 
ruary 4 and 5 at Chicago. The 
committee will meet on the 
afternoon of February 4 and 
the morning of February 5, con- 
currently with the annual Mid- 
Year conference, at the Drake 
Hotel. 

Persons who wish to make 
appointments to appear before 
the committee or those who wish 
to submit names by mail for 
consideration should contact a 
member of the committee. 
Names ‘and addresses of the 
members are: 

Frank J. Walter, Good Samari- 
tan Hospital, Portland, Ore., 
chairman; Grace T. Crafts, R.N., 
Madison (Wis.) General Hospi- 
tal; Donald C. Smelzer, M.D., 
Hospital Planning Agency — 
Citizens’ Conference, Philadel- 
phia, and Fred M. Walker, 
Grady Memorial Hospital, At- 
lanta. 











—Authorized the Blue Cross 
Commission to take necessary 
steps, including legal action, to 
prevent unapproved use of the 
Blue Cross symbol or related rights. 


—Endorsed the work of the Na- 
tional Committee on Careers in 
Nursing for development of a 1949 
recruitment program. 

—Approved a statement of rec- 
ommended policy between hospi- 
tals and companies or organizations 
which provide hospital benefits 
through contracts with groups of 
members or employees. The state- 
ment suggests that hospitals: 
Guarantee to provide service only 
if they have the final decision on 
the extent of benefits and the 
amount of reimbursement; set rates 
which will not drain either their 
or the community’s resources; ac- 
cept proof of eligibility only if the 
insurance carriers agree to accept 
full liability for patients’ claims at 
the time of hospital admission; 
grant special credit privileges only 
if the carriers agree to pay hospi- 
tals directly the full amounts of 
claims before patients are dis- 
charged. 

—Authorized the preparation of 
manuals on the administrative as- 
pects of the laboratory, pharmacy, 
x-ray and pediatric departments, 
each manual to be written as the 
opportunity develops. It was sug- 
gested that each manual contain 
definitions of location, space, equip- 
ment, personnel, special functions 
and types of service. 


Insurance Survey 
The rates that hospitals pay for 


their insurance now are under 
study by the Association’s Com- 
mittee on Insurance for Hospitals. 
That committee, meeting in No- 
vember, studied the returns of a 
recent survey and came to a unani- 
mous conclusion: There is now an 
unfavorable relationship between 
premiums and losses; the need for 
further study is great. Replies were 
received from 1,500 hospitals, a 50 
per cent return. 

Fire, public liability and mal- 
practice insurance will be taken up 
for study by the committee first. 
Later it will consider compensation, 
theft and burglary and specialty 
insurance. Ritz E. Heerman, super- 
intendent of California Hospital, 
Los Angeles, is committee chair- 
man. 
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Health and Welfare Proposals 


At its annual meeting in Wash- 
ington in November, the Association 
of State and Territorial Health Of- 
ficers outlined a new set of legis- 
lative recommendations. Following 
the pattern of previous years, its 
members suggested many changes 
for the health and welfare program 
of the country but were noncom- 
mittal on the compulsory health 
issue. 

The association put its proposal 
for a department of health, educa- 
tion and security well up on its list 
of “urgent” legislation. It also pro- 
posed legislation to subsidize local 
public health units throughout the 
country. A plan was discussed 
whereby federal grants-in-aid 
would be available to local units. 
The federal share would be about 
50 cents per capita; the local or 
state share would be a dollar. 


Another proposal approved rec- 
ommends that the Public Health 
Service absorb the health programs 
conducted by the Children’s Bu- 
reau. Still another commended the 
merit system of the American Pub- 
lic Health Association and urged 
wider use of its examination sys- 
tem. 

The association ‘also 
mended that: 

1. State health departments be 
invited to participate in the plan- 
ning of local blood bank programs 
of the American Red Cross. 

2. Additional funds for construc- 
tion under the Hill-Burton Act be 
made available. In doing so it ex- 
pressed concern over the increas- 
ing cost of hospital construction. 

3. Steps be taken to stimulate 
the recruitment and training of 
health personnel. Members agreed 
that public health services must be 
made more attractive if the gov- 
ernment is to fill the needs of those 
communities that have no local 
health facilities. 

Dr. R. H. Hutcheson, Tennessee 
state commissioner of health, was 
elected to succeed Dr. Vlado A. 
Getting as president of the associ- 
ation. Dr. Wilton L. Halverson, 
California director of public health 
was elected vice president. 


recom- 


Nurse Examinations 


Competitive examinations for 
appointment of nurse officers in 
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the regular corps of the Public 
Health Service have been an- 
nounced. The examinations will be 
conducted March 17, at various lo- 
cations. 

The appointments are for per- 
manent positions. Nurses will be 
assigned to clinical and public 
health services at marine hospitals, 
and to public health programs. 

Procurement: A joint Army nurse 
procurement program is_ being 
sponsored by the American Nurses’ 
Association and the Army surgeon 
general’s office. The program is ex- 
pected to fill the increasing needs of 
the Army and Air Forces, which 
currently are short 3,800 nurses. 


The Army Nurse Corps now has 
on extended active duty 4,385 
nurses, of which 2,795 are on duty 
in Zone of the Interior hospitals 
and medical services, 890 overseas, 
172 in transportation of sick and 
injured and 528 with the Air Forces. 


Deadline for the new program 
has been set for June 30. 


Promotion 


Dr. Norman H. Topping, associ- 
ate director of the National Insti- 
tutes of Health, has been promoted 
to the rank of assistant surgeon 
general of the Public Health Serv- 
ice, Federal Security Agency. 

Dr. Topping’s appointment was 
announced by Surgeon General 
Leonard A. Scheele, who praised 
the new associate director for his 
work in the research programs at 
the institutes and for developing 
plans for a clinical center to be 
added there. 





PHS photo 
DR. TOPPING, promoted 


The Public Health Service com- 
missioned Dr. Topping in 1936. In 
1937 he did research at the Nation- 
al Institutes and recently organized 
a program to investigate the com- 
mon cold. 

Dr. Topping has received the 
Bailey K. Ashford Award for work 
in tropical medicine, and medals 
for his work in spotted and typhus 
fever. 


Doctor Draft? | 


Must doctors be drafted to fill 
the needs of the Army, Navy and 
Air Force? 

That question soon may be an- 
swered by a special Armed Forces 
Medical Advisory Committee or- 
ganized by the National Military 
Establishment. The committee, 
which is made up of prominent 
doctors, will advise the armed 
forces about medical policies and 
programs. 

Charles Proctor Cooper, presi- 
dent of the board of trustees of 
the Presbyterian Hospital in New 
York, is chairman and will act as 
deputy for all medical matters of 
the armed forces for Secretary of 
Defense James Forrestal. 

Dr. Paul R. Hawley, former chief 
medical director of the Veterans 
Administration and now chief ex- 
ecutive officer of the Blue Cross 
and Blue Shield commissions, is a 
member of the new committee. 

Members of the committee will 
try to eliminate unnecessary du- 
plications in the medical depart- 
ments of the armed forces and will 
work toward development of co- 
operation between -military and 
civilian doctors. 


Interns 


Thirty-one lieutenants (junior 
grade) in the Navy Medical Corps 
Reserve have reported for their 
first active duty as interns in civil- 
ian medical institutions under the 
Navy medical training program. 
After completion of their intern- 
ships, these officers will serve on 
active duty at Naval medical facil- 
ities. 

Examinations for appointment in 
the Navy Medical Corps will be 
held at Navy hospitals from Janu- 
ary 24 to 28. Public Law 365 pro- 
vides an additional $100 for each 
month of active service performed 


by Navy Medical Corps officers. 
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This is in addition to pay, allow- 
ances or emoluments that medical 
corps officers are otherwise enti- 
tled to receive. 

The Army: Appointments of med- 
ical school graduates to fill 232 in- 
ternships in five army teaching 
hospitals have been announced by 
Major General Raymond W: Bliss, 
the Army Surgeon General. Hos- 
pitals are approved for such teach- 
ing by the Council on Medical 
. Education and Hospitals of the 
American Medical Association. 

The interns will go on duty July 
1. Under the new graduate pro- 
fessional training program, these 
young doctors will receive a year’s 
rotating internship and will be 
taught military applications of 
medicine. 

The military internship program 
was reinstated about a year ago 
after suspension during the war 
years. 


Mental Programs 


In mid-November the Mental 
Hygiene Division of the Public 
Health Service published a report 
on the first quarter of an expanded 
program. Grants-in-aid to states 
for mental health activities during 
the first quarter of fiscal 1949 to- 
taled $945,321 compared to $39,954 
paid during the first quarter of 
fiscal 1948. 

Most states had mental health 
programs well under way. Plans 
for 1949 had been completed by 
all territories and all states except 
Pennsylvania and Wyoming. Budg- 
ets already submitted called for 
$2,981,554 out of the total avail- 
able fund of $3,550,000. 

During fiscal 1948, mental health 
programs were initiated in 22 
states and two territories and ex- 
panded in 22 states. In 34 states, 
103 clinics were organized or ex- 
panded. Included were 16 fulltime 
and 20 part time new clinics and 
36 fulltime and 31 part time ex- 
panded clinics. 


Army-Civilian Courses 


Army medical personnel will be 
able to take training courses under 
a new program in 25 specified ci- 
vilian institutions during the year 
beginning July 1, 1949. Applica- 
tions must be sent to the surgeon 
general’s office before February 1. 

Courses of five months to a year 
include most of the medical and 
allied science fields at leading uni- 
versities, colleges, hospitals and 
foundations. The program has been 
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CRUDE DEATH RATE 


During the first nine months 
of 1948, there were an estimated 
10.0 deaths per 1,000 estimated 
population in the United States. 
The corresponding rate for the 
same period of 1947 was 10.2. 
Most states showed an increase 
in crude death rates between 
1946 and 1947; five states showed 
no change and 12 showed de- 
creases. 

Several factors are considered 
in computing the crude death 
rate, including age-sex-race 
composition and the complete- 
ness of death registration. Al- 
lowances must be made in 
comparing year-to-year or 
month-to-month rates because 
a comparatively high crude rate 
does not necessarily mean less 
favorable mortality conditions. 

Crude death rate figures are 
released by the National Office 
of Vital Statistics. 








~e 4 





organized to advance officers se- 
lected for training and to integrate 
the best of civilian medicine with 
military medicine. 


D. C. Indigent Care 


Steps have been taken to care 
for indigent medical patients after 
their discharge from hospitals in 
Washington, D.C. Officers of the 
district health department said 
the plan would provide outpatient 
clinics with case histories of pa- 
tients after discharge. Thus pa- 
tients can attend the clinics to 
prevent recurrence of illness re- 
quiring hospitalization. 

It was decided that with the lim- 
ited medical services available, the 
Board of Public Welfare or some 
other charity organization would 
have to help out in the follow-up 
services. 

Meanwhile, indigent care in 
Washington hit a snag last month. 
That snag was the problem of de- 
fining the word “indigent.” 

District commissioners grappled 
with wage scales, current budgets 
and medical terms, but legal tech- 
nicalities kept them from a definite 
conclusion. Since July 1, 1948, the 
nine hospitals under the district 
contract for indigent care have 
operated under the principle that 
anyone who could pay even a dol- 
lar toward his hospital expenses 
was not an indigent. 

On this basis, the hospitals were 
able to set up only $115,000 credit 


against the district government for 
the care of indigents over a five- 
month period. Congress, however, 
had appropriated $735,000 for dis- 
trict indigents during the current 
fiscal year. Without congressional 
authorization the bills of semi-in- 
digents cannot be paid by the dis- 
trict government. 

A possible solution lies in apply- 
ing a scale of costs in use since 
1946. These could be broadened 
because of the decline in the value 
of the dollar. Some district officials, 
however, believe this action would 
be against the intent of the appro- 
priations act. They believe a new 
definition of the word “indigent’’ 
is in order. 


Mental Consultant 


Dr. Riley H. Guthrie has been 
appointed special mental hospital 
consultant of the Mental Hygiene 
Division, Public Health Service. 
Requests for his services may be 
made by state governors, superin- 
tendents of state mental hospitals 
or other qualified persons con- 
cerned with the administration of 
mental hospitals. 

Dr. Guthrie’s work consists of 
conducting surveys of mental hos- 
pitals and providing consultive 
services on hospital administration, 
care of patients and other problems. 
His services have been available 
since November. 

Superintendent of the Norwich 
(Conn.) State Hospital for the past 
two years, Dr. Guthrie has been 
associated with state mental hos- 
pitals for 20 years. He has written 
a number of articles on nervous and 
mental disorders. 


Region 8 Director 


Dr. Maurice Roe was appointed 
regional medical director for the 
Public Health Service in Region 8 
of the Federal Security Agency 
last month. Headquarters are in 
Dallas. The region includes Arkan- 
sas, Louisiana, New Mexico, Okla- 
homa and Texas. 

Dr. Roe succeeds Dr. Knox E. 
Miller, who has been assigned to 
the Milwaukee City Health De- 
partment. He is a specialist in 
malaria control and has served 
with the Pan-American Sanitary 
Bureau in Washington and Rio de 
Janeiro. From 1937 to 1941 he 
made laboratory and hospital stud- 
ies of immunity in malaria at the 
National Institutes of Health, Be- 
thesda, Md. 
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Survey Study at New Jersey Assembly 


Discussions of problems that 
affect hospitals within the state 
were on the program of the fall 
assembly of the New Jersey Hos- 
pital Association. The meeting was 
held November 18 at Newark. 

J. Harold Johnston, association 
executive director, reported on the 
New Jersey Legislature Commis- 
sion on Hospital Costs, a committee 
appointed by the governor last 
June to survey conditions in volun- 
tary hospitals. Commission mem- 
‘bers will recommend means by 
which overcrowding can be re- 
lieved and additional sources of 
revenue for operating costs can be 
obtained. 

The commission, Mr. Johnston 
said, has reached the-point where 
basic decisions will be made. Dur- 
ing his report, an unofficial vote 
was taken on six points being stud- 
ied by the commission. 

Opinions on these points were: 

1. Payment from government 
for services rendered specific indi- 
viduals is preferable to general 
support in amounts not exceeding 
deficits. 

2. Hospitals in general would 
fare better with adequate pay- 
ments for patients certified for free 
care by a governmental agency 
_than under the present county 
system. 

3. The most desirable methods 
of establishing rates (in the order 


of preference) are: Reimbursable 
cost, uniform flat rates, uniform 
rates for room and board plus 
extras, published charges. 

4. Administration of the plan by 
a county agency is. preferred. 
Other choices, in order, are the re- 
spective agencies now responsible 
for the care of the individual, a 
state agency and a _ municipal 
agency. 

5. Appropriation of funds on a 
local basis is better than on a 
statewide basis. 

6. It is not necessary to appro- 
priate state funds to supplement 
local appropriations over and 
above present matching arrange- 
ments. 

Also discussed at the one-day 
assembly was a set of minimum 
personnel practices for general 
duty nurses. (A report on the 
standard may be found in Nursing.) 


Missouri 


Inauguration of a free consulting 
service to assist new hospitals with 
planning, personnel and other prob- 
lems was announced at the annual 
meeting of the Missouri Hospital 
Association, December 6-7 at St. 
Louis. Members of the state associ- 
ation will give their time to help 
new and existing hospitals solve 
practical problems and avoid error 
in planning which could be costly. 





AT THE Missouri Hospital Association meeting in December were: (left, above) Mrs. Irene 
F. McCabe, executive secretary; Rev. E. C. Hofius, treasurer; (left, below) Mrs. Mabel 
H. Mooney, president; Clinton F. Smith, president-elect; Herbert S. Wright, second vice 
president; and Mrs. Lloyd Markt, Oregon, chairman of the Holt County Home and Community 
Committee of the Missouri Farm Bureau Federation, who was an honor guest at the session.. 
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At the close of the two-day meet- 
ing, Mrs. Mabel H. Mooney, super - 
intendent of Levering Hospital, 
Hannibal, was installed as associ- 
ation .president. Officers elected 
were: President-elect, Clinton F. 
Smith, superintendent of City Hos- 
pital, St. Louis; first vice president, 
C. Steacy Pickell, business manager 
of Kansas City General Hospital; 
second vice president, Herbert S. 
Wright, superintendent of South- 
east Missouri Hospital, Cape Girar- 
deau; treasurer (re-elected), Rev. 
E. C. Hofius, superintendent of 
Lutheran Hospital, St. Louis. Mrs. 
Irene F. McCabe, director of public 
relations for the St. Louis Blue 
Cross plan, is executive secretary. 


Personnel Executives 


Harvey R. Schoenfeld, director 
of personnel and management en- 
gineering of St. Vincent’s Hospital, 
has been elected the first president 
of the Association of New York 
City Hospital Personnel Execu- 
tives, it was announced following 
a meeting of the recently organized 
group last month. 

Other officers elected were: Vice 
president, W. Terry Oliver, direc- 
tor of personnel at Roosevelt Hos- 
pital; secretary, Jack G. Charle, di- 
rector of service and personnel at 
Beth-El Hospital. 


Florida 


The annual meeting of the Flori- 
da Hospital Association was con- 
ducted November 19-20 at Orlando. 
During the two-day session, H. 
Louie Wilson, superintendent of 
Alachua County Hospital, Gaines- 
ville, was installed as president. 

Officers elected include: Presi- 
dent-elect, Dr. C. C. Hillman, di- 
rector of Jackson Memorial Hos- 
pital, Miami, and treasurer, Norman 
Losh, superintendent of Orange 
Memorial Hospital, Orlando. H. A. 
Schroder, Jacksonville, is execu- 
tive secretary. 


Alberta 


A resolution asking the Province 
of Alberta to be responsible for the 
hospitalization of all displaced per- 
sons brought to the province for 24 
months after their arrival was ap- 
proved at the fifth annual conven- 
tion of the Associated Hospitals of 
Alberta. About 240 persons attend- 
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ed the November 8-10 meeting at 
Calgary. 

Association members also ap- 
proved a resolution asking that one 
or more central schools of nursing 
be established to augment present 
training facilities. The plan would 
be to teach all basic sciences at a 
central school. Nurses would re- 
ceive practical training in smaller 
hospitals which are not large 
enough or financially able to main- 
tain training schools. 

Dr. A. C. McGugan, superintend- 
ent of the University of Alberta 
Hospital, Edmonton, was elected 
association president. C. O. Savage, 
member of the board at Innisfail 
Municipal Hospital, was named 
vice president, and L. R. Adshead, 
assistant superintendent of Uni- 
versity Hospital, Edmonton, was 
re-elected secretary-treasurer. 


Kansas 


Mrs. DeLora Rodeen, R.N., ad- 
ministrator of Jane C. Stormont 
Hospital, Topeka, was installed as 
president of the Kansas Hospital 
Association during the November 
18-19 meeting at Topeka. New offi- 
cers elected by the association 
were: 

President-elect, Henry J. Mein- 
ers, administrator of Cushing Me- 
morial Hospital, Leavenworth; first 
vice president, Alma S. Reiter, 
R.N., administrator of Community 
Hospital, Beloit; second vice pres- 
ident, R. A. Nettleton, administra 
tor of Grace Hospital, Hutchinson, 
and secretary-treasurer, Fred M. 
Walters, business manager of the 
Atchison, Topeka and Santa Fe 
Hospital, Topeka. Charles S. Bill- 
ings is executive secretary. 

The Kansas State Chapter of the 
American Association of Medical 
Record Librarians met concurrent- 
ly with the hospital association. 


Illinois Midyear 


Resolutions supporting state leg- 
islation for hospital licensure, an 
amendment to the nursing act to 
lower the registration age for nurses 
from 21 to 20, and change of the 
state’s three-day requirement for 
birth registration to 10 days were 
approved by members of the IIli- 
nois Hospital Association at the 
annual midyear conference, De- 
cember 8-10 at Peoria. 

Association members recom- 
mended more adequate local, state 
and federal aid for hospital care of 
the medically indigent, and re- 
corded their support of expansion 
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SECTIONAL MEETINGS 


Six two-day sectional meet- 
ings for physicians, surgeons 
and professional hospital per- 
sonnel will be conducted by the 
American College of Surgeons. 
Developments in medical sci- 
ence and in hospital service will 
be presented at each meeting. 

Dates, cities and headquar- 
ters hotels are: 

January 7-8, Edgewater Park, 
Miss., Edgewater Gulf Hotel; 
January 14-15, Houston, Rice 
Hotel; February 11-12, Kansas 
City, Hotel President; March 
15-16, Washington, D. C., Stat- 
ler Hotel; March 21-22, Buffalo, 
Statler Hotel; April 12-13, Ed- 
monton, Alta., MacDonald 
Hotel. 

One more meeting is being 
planned for late in April. The 
place and date will be an- 
nounced shortly. 











of federal old age and survivors’ 
insurance to hospital employees. 
Further extension of voluntary 
prepayment hospital and medical 
service plans also was urged. 

The association’s Committee on 
Nursing was instructed to take im- 
mediate steps leading toward great- 
er cooperation between the hospital 
association, the state nursing or- 
ganizations, the Illinois Medical 
Society, the State Department of 
Registration and Education, the 
State Department of Public Health 
and other agencies. 

A survey of nursing schools and 
nursing service in Illinois was dis- 
tributed to persons who attended 
the meeting. (A report on survey 
findings may be found in the sec- 
tion on nursing.) 


Delaware 


At a November 18 meeting, the 
Association of Delaware Hospitals, 
Inc., was reorganized as a non- 
incorporated group. Its name is the 
Association of Delaware Hospitals. 
The Delaware association, at the 
Maryland-District of Columbia 
meeting earlier in the month, had 
voted to merge with the other two 
groups. 

Officers of the Delaware state 
association are: Chairman, Dr. A. 
J. Hockett, director of Wilmington 
General Hospital; vice chairman, 
Mrs. Grace Little, superintendent 
of Memorial Hospital, Wilmington, 
and secretary-treasurer, H. V. May- 
bee, managing director of Group 
Hospital Service, Inc., Wilmington. 


The function of the reorganized 
association will correspond to that 
of the Baltimore Hospital Confer- 
ence and the Washington Hospital 
Council. 


Better Child Health 


A sweeping program to pro- 
vide complete medical.care for the 
nation’s 36,000,000 children under 
15 has been proposed by the Amer- 
ican Academy of Pediatrics. Action 
may be taken to get federal funds 
to support the program. 

This proposal for the improve- 
ment of child health was approved 
at the seventeeth annual meeting 
of the academy at Atlantic City, 
November 22. Pending the outcome 
of the American Medical Associa- 
tion project to raise funds from 
private sources for a medical edu- 
cation program, the academy will 
withhold its request for federal aid. 

Under the proposed plan, better 
medical school training for physi- 
cians in child care would be pro- 
vided. Services to children in re- 
mote and rural areas would be 
given special attention. 

Dr. Warren R. Sisson of Boston 
was installed as academy president 
during the meeting. Dr. Edward B. 
Shaw, professor of pediatrics at 
the University of California, Berk- 
eley, was named president-elect. 
Re-elected were Dr. Clifford G. 
Grulee of Evanston, II1., secretary- 
treasurer, and Dr. Edgar E. Mart- 
mer, Detroit, assistant secretary. 


Vermont 


New officers were elected by the 
Vermont Hospital Association dur- 
ing an October meeting. Named 
were: 

President, Godfrey Crosby, ad- 
ministrator of Brattleboro Memo- 
rial Hospital; vice president, N. 
Gertrude Sharpe, R.N., superin- 
tendent of Springfield Hospital; 
secretary, Charles W. Capron of 
the Hospital Survey Commission, 
Montpelier, and treasurer, M. M. 
Ferry, R.N., administrator of Hea- 
ton Hospital, Montpelier. 


Nebraska 


Donald W. Duncan, business 
manager of St. Elizabeth’s Hospital, 
Lincoln, was installed as president 
of the Nebraska Hospital Assembly 
during the November 17-18 meet- 
ing at Lincoln. Officers elected 
were: 

President-elect, Dr. Harold C. 
Lueth, medical director of the Uni- 
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versity of Nebraska College of 
Medicine Hospital, Omaha;-secre- 
tary-treasurer, Richard C. Wiebe, 
business manager of Menonite Dea- 
coness Hospital, Beatrice. 

‘Dr. Lueth was named delegate 
and Mr. Duncan alternate to the 
American Hospital Association. 


California Midyear 


More than 226 persons attended 
the annual midyear meeting of the 
Association of California Hospi- 
tals, November 11-12 at Santa 
Barbara. Association interests in 
legislation and better public under- 
standing of hospital economics and 
problems were the two main sub- 
jects discussed during the two-day 
session. 

Among the topics presented by 
speakers were legal aspects of hos- 
pital administration in California, 
personnel recruitment through 
public education, labor-saving as a 
means of reducing payroll costs 
and safety in hospitals. 

Dr. J. A. Katzive, director of 
Mount Zion Hospital, San Francis- 
co, is president of the California 
association. Thomas F. Clark is 
executive secretary. 


Rheumatic Congress 


A world-wide attack on rheu- 
matic diseases will begin on May 
30. Scientists trained in the biolog- 
ical, biophysical, biochemical and 
clinical disciplines will meet at 
New York for the International 
Congress on Rheumatic Diseases. 

Surgeon General Leonard A. 
Scheele of the Public Health Serv- 
ice announced recently that on the 
recommendation of the National 
Advisory Health Council he had 
approved a grant of $15,000 to help 
finance the congress. The Public 
Health Service now is planning an 
expanded program of research and 
research grant aid in the field. of 
arthritis and other diseases of the 
bones and joints. 


Colorado 


Frank G. Palladino, superintend- 
ent of Community Hospital, Boul- 
der, was installed as president of 
the Colorado Hospital Association 
during the annual meeting, No- 
vember 10 at Denver. Officers 
elected include: 

President-elect, Walter G. Chris- 
tie, superintendent of Presbyterian 
Hospital, Denver; vice president, 
Hubert W. Hughes, business man- 
ager of St. Anthony Hospital, Den- 
ver; treasurer (re-elected), Sister 
Mary Thomas, superintendent of 
Mercy Hospital, Denver. 
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Minimum Standards 


The New Jersey Hospital Asso- 
ciation has recommended to its 
members that a set of minimum 
standards of personnel practices 
for general duty nurses be adopted 
by each hospital. The standards, 
which are almost identical to a 
schedule worked out by the hos- 
pital and nurses’ associations two 
years ago, were developed in con- 
ferences attended by representa- 
tives of both organizations. 

Dr. Herbert M. Wortman, hospi- 
tal association president, opened 
the way for the discussions when 
he asked the board of trustees to 
appoint a special committee of 
administrators and directors of 
nursing service to restudy the 
standards recommended previous- 
ly. The board approved and the 
committee met first in October. 

After six sessions, standards 
were ready for presentation to the 
hospital association assembly. The 
assembly voted approval at a No- 
vember meeting. 

One major change was made in 
the standards. In 1946, a bonus 
payment of $10 a month for duty 
on the evening shift was suggested. 
This was increased to $15. 

Personnel practices recommend- 
ed for adoption by the hospitals on 
January 1 were: 

—A gross minimum cash salary 
of $200 a month for a 45-hour 
work week. If maintenance is 
available, and if the individual 
nurse elects to receive it, deduc- 
tions are to be made from the 
gross salary. Each hospital is free 
to determine the value of meals, 
room and laundry, though the 
standards include suggested 
amounts for each item. If a nurse 
lives outside the hospital, the value 
of maintenance is to be paid her. 

—Additional pay for hours 
worked in excess of the regular 
work week, to be figured at the 





WORLD MEMBERSHIP 


The International Hospital 
Federation, which was organ- 
ized in May 1947, has been ad- 
mitted to full membership in 
the World Health Organization. 
The federation’s first interna- 
tional congress probably will 
convene in Holland this June. 











a 








straight time rate, and bonuses for 


evening and night shift duty. Sev- 
erance and terminal pay, on a 
basis equitable to both the hospital 
and the nurse, were suggested. 

—Eight full holidays with pay 
and a minimum of three weeks’ 
vacation with pay after a year of 
service. Sick leave with pay, on 
the basis of one day for every 
month of service after six months’ 
employment also is recommended. 
Neither vacation time nor sick 
leave is accumulative. 

Other recommendations include 
a pre-employment physical exam- 
ination and an annual examination 
thereafter at hospital expense, and 
adoption of a retirement plan by 
the hospital. In the standards, it 
also is suggested that the hospital 
keep each nurse informed about 
personnel policies. 

In a memo to administrators 
and hospital presidents which ac- 
companied the _ standards, Dr. 
Wortman said about half the hospi- 
tals had not adopted fully the 
practices recommended previously. 
He asked for close study of the 
recommendations. 

‘“‘We need nurses and the nurses 
need the hospitals,’ Dr. Wortman 
wrote. “Those who represent hos- 
pital boards and our hospital ad- 
ministrators should show the nurs- 
es our sincere desire to understand 
their problems and to meet them 
realistically by having all of our 
hospitals adopt 100 per cent the 
new minimum standards.” 


Employment Study 


A total of 22 hospitals with 
schools of nursing have a 40-hour 
work week for employed nurses, 
according to results of a survey 
conducted by the Illinois Hospital 
Association recently. Survey ques- 
tionnaires were answered by 111 
Illinois hospitals—56 of them with 
schools of nursing and 55 without 
schools. 

A breakdown of the work week 
for nurses in 109 hospitals showed 
that 45 hospitals observe a 44-hour 
week. In 35 hospitals, nurses work 
48 hours. Five hospitals reported a 
45-hour week and two hospitals 
had a 44.5-hour work week. 

The 111 hospitals included in the 
survey had a total of 47,348 beds, 
14,900 in hospitals with schools and 
32,448 beds in hospitals without 
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schools. There were 3,324 registered 
nurses employed fulltime in the 
hospitals with schools and 1,848 
graduates in the hospitals without 
schools for a total of 5,272 fulltime 
registered nurses employed. 

Auxiliaries: Of the 56 hospitals 
with schools, 34 reported some on- 
the-job training for auxiliary nurs- 
ing personnel. One hospital planned 
to set up a program, and one had 
a training course previously but 
had suspended classes. 

Some on-the-job training for 
auxiliaries was reported by 18 of 
the 55 hospitals without schools. 
Some supervised practice or indi- 
vidual instruction was given by 
another six hospitals. 

A report of the survey was dis- 
tributed to persons who attended 
the Illinois association midyear con- 
ference last month. (For a report 
on the conference, see Organiza- 
tions.) 


Red Cross Plan 


The Red Cross is planning to 
broaden its voluntary assistance to 
nurses in all- hospitals. National 
headquarters has undertaken a 
study which is expected to result 
in a revised course for nurse aides. 
In the new course, aides will be 
trained for service in hospitals and 
in public health agencies as well. 

Meanwhile, cooperative planning 
between the Red Cross and the 
Veterans Administration has re- 
sulted in expansion of the volun- 
teer nurse aide program. Red Cross 
instructors offer a course lasting 
about 20 weeks and supervise aides 
during their practice in veterans’ 
hospitals. 


Emergency Planning 


In the event of war or other 
emergency, the National Security 
Resources Board will recommend 
methods for mobilizing nurse pow- 
er. A nursing section has been 
established in the board’s Division 
of Medical Services for that pur- 
pose. 

Chief of the section is Ruth Free- 
man, on loan from the Red Cross. 
Miss Freeman already has called 
on the American Nurses’ Associa- 
tion to undertake a national inven- 
tory of professional nurses. In 
cooperation with the nurses’ asso- 
ciation and other such agencies, the 
nursing section will develop esti- 
mates of nursing resources and 
needs. 

Information to be tabulated will 
include numbers, ages, special 
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preparation and employment status 
of all registered nurses in the 
United States. 

At the request of the new nurs- 
ing section, the American Nurses’ 
Association has established an ad- 
visory committee to work with 
various emergency planning agen- 
cies. The committee will be broad- 
ly representative of all nursing 
groups and organizations. 


Overtime Agreement 


A 40-hour week with overtime 
pay for extra hours of work has 
been put into effect for the nurses 
at New York Hospital, New York 
City. 

Starting salaries remain the 
same as for the previous 44-hour 
week, thus constituting a raise in 
pay for newly-employed nurses. 
In addition, a $10 a month pay 
increase is granted after three 
months of service instead of after 
the usual six months. The maxi- 
mum pay in the various nursing 
categories was increased by $10 a 
month. 


Starring the Student 


A documentary film short, “Girls 
in White,” now is being distributed 
to theaters throughout the nation. 
The story concerns the training of 
a student nurse. The technical side 
of the hospital life, as well as the 
training received by a girl during 
her three years as a student, is 
portrayed in the movie. 





A STUDENT nurse amuses convalescent child 
in one scene from the new film short, "Girls 
in White,"" a documentary on nurse training. 


The American Hospital Associa- 
tion supplied technical advice to 
RKO-Pathe for the picture. It is 
the second in the seventh series of 
“This Is America”’ shorts prepared 
by that studio. 


Study of Need 


The increasing need for more 
nurses and the reasons behind that 
need are discussed in a study pub- 
lished recently by the Bureau of 
Employment Security, Social Se- 
curity Administration. Robert C. 
Goodwin, director of the bureau, 
has said that 40,000 nurses must 
be recruited now and that an addi- 
tional 40,000 will be needed in the 
next three to five years. 

Mr. Goodwin estimated other 
needs for nurses at 6,000 for public 
health, 4,000 for private duty, 3,000 
for nurse-educator positions in 
schools of nursing, 3,000 for doc- 
tors’ offices, 2,000 for industry and 
2,000 for miscellaneous nursing 
jobs. 

The study outlined five major 


reasons for the increased nurse de- 


mand. These are: The growth in 
hospital insurance and medical 
plans which has increased utiliza- 
tion of facilities, Hill-Burton con- 
struction, expansion of govern- 
mental facilities for veteran care, 
the general prosperity which has 
tended to increase the use of nurs- 
ing services, and the many educa- 
tional programs which have made 
the public aware of the need for 
adequate medical care. 


Funds for Hospitals 


The W. K. Kellogg Foundation 
has allocated $318,600 for the divi- 
sion of hospitals in its 1949 budget. 
The total budget figure is $2,- 
259,710. 

New foundation activities for 
next year include financing teams of 
medical, dental, nursing and health 
specialists who will lecture and 
work with professional schools and 
practitioners in Central and South 
America. Dr. Emory W. Morris, 
foundation president, said the first 
team and the nation it will visit is 
expected to be selected by Janu- 
ary l. 

Some other budget allotments 
are $345,900 for the division of 
medicine, $344,900 for the division 
of public health, $271,800 for the 
division of nursing. 

Graham L. Davis, immediate 
past president of the Association, is 
director of the foundation’s divi- 
sion of hospitals. 
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New Medical Public Education Program 


The American Medical Associa- 
tion has put into action a $3,500,000 
national program of education. Its 
objectives are to inform the Ameri- 
can people about the progress of 
medicine, the importance of health 
conservation and the advantages of 
the American system. 

The educational program was ap- 
proved by the medical association’s 
house of delegates during its in- 
terim session, November 30-De- 
cember 3 at St. Louis. It was 
adopted as a means of fighting any 
federal system of compulsory 
health insurance. The $3,500,000 
fund, to be collected through a 
house-approved assessment of $25 
for each of the association’s 140,000 
members, will be used to finance 
the program. 

A 10-member planning commit- 


tee to govern the policies of the 


campaign includes four members of 
the board of trustees, three mem- 
bers of the house, the president, the 
chairman of the board and the 
secretary-general manager. It is 
expected that the money will be 
used to enlarge the Washington 
office and to carry on an advertising 
campaign. A public relations coun- 
sel has been retained. 

Blue Shield: The house rejected 

_the proposed Blue Cross-Blue Shield 
national insurance company, which 
would have sold uniform hospital 
and medical coverage to national 
employers. (Blue Cross action fol- 
lowing the medical association ses- 
sion is reported on page 102.) 

A counter-proposal suggested 
that the medical association set up 
a reciprocal enrolling agency for 
medical care prepayment plans. 
Such an agency, to which local 
plans could subscribe on a volun- 
tary basis, would coordinate en- 
rollment and would service plans. 
It would not be authorized to sell 
insurance. National policy would 
remain in the hands of the associa- 
tion’s Council on Medical Service. 


Compensation Payments 


All-inclusive inpatient costs will 
be paid to Massachusetts hospitals 
for care of workmen’s compensa- 


tion patients, according to a recent, 


decision by the state Industrial Ac- 
tion Board. On the new basis, hos- 
pitals are expected to receive an 
estimated additional $500,000 a 
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year. A survey showed that hos- 
pitals lost that much in care of 
workmen’s compensation patients 
in 1947. 

Formerly, hospitals received $6 
a day for bed and board, and a $10 
maximum for use of the operating 
room. Routine laboratory charges, 
which were not approved before, 
now will be considered. 

Action on the new rates was 
promoted chiefly by committees of 
the Massachusetts Hospital Associ- 
ation and other interested groups 
and individuals. 


New London Division 


A division of hospital facilities 
has been established at King Ed- 
ward’s Hospital Fund for London. 
The division will include an infor- 
mation bureau, advisory service, 
library of hospital books, journals 
and plans, and an index to the hos- 
pital literature of Great Britain 
and other nations. 

The division was established be- 
cause of the growing complexity 
of administration, the constantly 
changing conditions, and the de- 
velopment of hospital work since 
adoption of the British National 
Health Services Act. 

Capt. J. E. Stone, C.B.E., M.C., 
F.S.A.A., consultant on _ hospital 
finance for the fund, has been 
named director of the new division. 


Child Home Care 


Home care for children with 
heart disease is being studied at 
Montefiore Hospital, New York 
City. Funds have been provided by 
the New York Heart Association, 
which granted the hospital $52,660 
for the study. 

Home care, under which the pa- 
tient is kept under the guidance of 
the hospital after discharge, was 
pioneered at Montefiore. An ex- 
perimental program was inaugu- 
rated at the hospital, of which Dr. 
E. M. Bluestone is director, in Jan- 
uary 1947. Since its initial trial, 
the program has been expanded. 

The child study will continue for 
a year. Under a suggested program, 
medical care will be provided on 
a 24-hour basis. Special attention 
will be given to children by psy- 
chiatrists, neurologists, surgeons 
and pediatricians. Routine labora- 








tory tests will be given at the chil- 
dren’s homes. 

If the plan is successful, it wiil 
make needed facilities more avail- 
able. At present, there are only 
36 beds specifically used for chil- 
dren with heart disease in New 
York City. It has been estimated 
that 1,723 beds are needed. 


Continued Rise 


The average per capita cost for 
the voluntary general hospitals in 
New Jersey for the first three 
quarters of 1948 was $14.65 a day. 
This figure, which represents a rise 
of 16.5 per cent over costs for the 
same period in 1947, was published 
in the December 2 issue of the New 
Jersey Hospital Association Re- 
porter. 

Included in the report were fig- 
ures on increases in costs by quar- 
ters as released by the Division of 
Statistics and Research of the State 
Department of Institutions and 
Agencies. These were: 

% of Increase 
over Previous 


Quarter Cost Quarter 
First $13.89 18.6 
Second 14.41 3.7 
Third 15.65 8.6 


The average per capita costs for 
New Jersey’s voluntary hospitals 
between 1940 and 1947 also were 
reviewed in the Reporter. Results 
of a survey showed that the 1947 
average, based on adult days, was 
$12.90 a day. This was an increase 
of 23 per cent over the 1946 aver- 
age cost and 116.8 per cent more 
than the 1940 figure. 


Retirement 


Dr. Edward M. Bernecker, com- 
missioner of hospitals for New 
York City since March 1942, was to 
retire December 31. He had been 
in the city’s hospital department 
since 1915, when he entered Metro- 
politan Hospital as an intern. 

In his letter of resignation to New 
York’s Mayor William O’Dwyer, 
Dr. Bernecker summarized the de- 
partment’s accomplishments in the 
past three years. Among the proj- 
ects for which he was responsible 
are the inauguration of a medical 
rehabilitation program, addition of 
a psychiatric department at Kings 
County Hospital, home care for 


hospital treatment of indigent pa- 


tients, construction of a 570-bed 
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tuberculosis and chronic disease 
hospital and two new 300-bed can- 
cer hospitals, which are expected to 
be completed next year. 


To Consultation 


Mrs. Edna K. Huffman, field in- 
structor in the extension course 
division of the American Associa- 
tion of Medical Record Librarians 
until the program ended last No- 
vember, has become a fulltime 
medical records consultant. For the 
past eight years, she has spent some 
time in consulting in addition to 
her regular work. 

Mrs. Huffman has organized and 
directed three of the 11 schools ap- 
proved for training medical record 
librarians. She has served as li- 
brarian for a large private clinic 
and for hospitals of from 100 to 650 
beds. She has organized and reor- 
ganized a number of record depart- 
ments, some of which have had 
outpatient departments. 

She is the author of the “Manual 
for Medical Records Librarians” 
and of many articles. A regular lec- 
turer in the Northwestern Univer- 
sity program in hospital adminis- 
tration, she also is director of the 
medical records library science 
program there. 

Mrs. Huffman is a past president 
of the medical records association 
and a former editor of the associ- 
ation journal. 


Drain of Free Care 


Free ward service in New York 
City for the first nine months of 
1949 constituted a “tremendous 
drain on the hospital’s financial 
resources,”’ according to the results 
of a study conducted by the United 
Hospital Fund. The study, which 
ended September 30, covered the 
first nine months of 1948. 

Net income from private and 
semiprivate patients increased sub- 
stantially over the net amount for 
1947, it was reported in the study. 
On the other hand, the net loss 
per clinic visit and the loss per 
ward patient still represented a 
large amount. In 1942, fund mem- 
ber hospitals reported an average 
daily ward cost of $6.85 a patient. 
For the first nine months of 1948, 
the average loss per ward patient 
day was $6.79. 

Cost and loss figures for outpa- 
tient department visits can be 
compared similarly. Six years ago, 
the average cost a visit was $1.58. 
Last year the net loss for each visit 
was about $1.66. 
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Trends in net income and net 
loss for the past six years were 
reported in the fund study as fol- 
lows (figures for 1948 are for the 
first nine months, all others are 
for a complete year): 


AVERAGE NET INCOME 


Per private Per semiprivate 
Year patientday _ patient day 


1943 $4.39 $1.82 
1944 4.83 1.38 
1945 5.23 1.12 
1946 4.37 4 
1947 5.31 .30 
1948 5.84 1.52 


AVERAGE NET LOSS 


Per ward Per out- 
Year patientday _ patient visit 


1943 $3.97 $1.82 
1944 4.52 1.17 
1945 5.17 1.27 
1946 6.08 1.52 
1947 6.96 1.57 
1948 6.79 1.66 


The average per diem cost per 
inpatient increased 7.4 per cent 
over the cost reported for the year 
1947. During the same period the 
outpatient cost per visit went up 
7.3 per cent. Both of these followed 
the trend apparent in the past four 
years. 


Children's Special 


A new wing at Children’s Me- 
morial Hospital, Chicago, has been 
decorated with features of special 
interest to children. Scenes of barn- 
yard animals at harvest time are 
repeated on the waiting room wall- 
paper. The examining rooms have 
a pink and blue medallion design 


of children and merry-go-rounds. 
There are toys on a low table, a 
blackboard and a collection of the 
best children’s books within easy 
reach. Pictures are hung at a small 
child’s eye level. 

The decorations and toys are ex- 
pected to entertain the young pa- 
tients, who range from infancy to 
13 years of age, while they wait 
for examinations by the hospital’s 
attending staff. When the outpa- 
tient department is closed, the fa- 
cilities will be used for emergen- 
cies. 

The new wing includes a waiting 
room, coat room, washrooms, six 
examining rooms and six - offices 
for doctors and nurses. The work 
was financed by a $10,000 gift from 
the Chicago Women’s Ideal Club 
and additional donations. Mabel 
W. Binner, R.N., is hospital admin- 
istrator. 


New Laboratories 


The Ziskind Research Labora- 
tories, newly constructed facilities 
attached to the New England Hos- 
pital Center, Boston, were formally 
opened recently. The laboratories 
occupy two entire floors of a build- 
ing adjoining the Joseph H. Pratt 
Diagnostic Clinic. 

Equipment includes facilities for 
clinical research in the fields of 
endocrinology, hematology, sur- 
gery, heart disease, nervous dis- 
orders, neurosurgery, bacteriology, 
clinical chemistry and cancer re- 
search. 

The Massachusetts charitable 
corporation which operates the 
Pratt hospital and the Ziskind lab- 


THE WAITING room furniture in the newly-decorated wing at Children's Memorial Hospital, 
Chicago, is scaled for the children patients who range in age from infancy to 13 years. 
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oratories has adopted the name of 
the New England Center Hospital 
to designate the two units. Each 
will continue to use its old name 
except for formal purposes. 

The center hospital is part of a 
larger group, the New England 
Medical Center, which also includes 
the Boston Dispensary, the Boston 
Floating Hospital and Tufts College 
Medical School. 


Ambulance Interns 


Voluntary hospitals in New York 
City are replacing ambulance at- 


tendants with interns. Louis 
Schenkweiler, president of the 
Greater New York Hospital Asso- 
ciation, met with representatives 
of 32 hospitals last month and said 
they agreed the change would be 
made as soon as possible. 

Acting on the recommendation 
of Dr. Edward M. Bernecker, com- 
missioner of hospitals, seven New 
York hospitals took action imme- 
diately. All New York hospitals 
had been sending attendants on 
ambulance calls since 1942, when 
the war caused a serious shortage 
of interns. 
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According to Dr. Bernecker’: 
office, existing municipal hospital! 
staff schedules were altered to 
cover ambulance calls and action 
was taken to increase staffs imme- 
diately. 


Rating Mental Hospitals 


A system of voluntary inspection 
and rating of mental hospitals 
throughout the country was an- 
nounced recently. According to Dr. 
Harold W. Elley, president of the 
Psychiatric Foundation, the system 
is expected to improve mental 
health standards. 

Mental hospitals, both public and 
private, would have to request in- 
spection. Once the request is made, 
qualified inspectors would compare 
each section of the hospital and its 
work with minimum standards. 
This includes plant, facilities, per- 
sonnel and methods of operation . 
and administration. 

Recommendations would be 
made after the inspection, and the 
institution allowed a reasonable 
time for carrying them out. If im- 
provements were not evident with- 
in the time allowed, the institution 
would be rated as substandard. In 
this way it is expected that govern- 
ing boards, committees, adminis- 
trators, community leaders and 
legislators will be given ammuni- 
tion for proposing appropriations 
or whatever corrective measures 
are needed. 

Dr. Elley has said he hoped the 
new system will bring the same 
measure of improvement to mental 
hospitals that the College of Sur- 
geons’ rating system brought to 
general hospitals. The college pro- 
gram was established in 1918. 


Local Council Affairs 


City hospital councils throughout 
the nation cooperate on matters of 
policy rather than operations, ac- 
cording to a survey of affairs of 
hospital councils conducted by the 
Hospital Council of the National 
Capital Area recently. Results were 
tabulated from questionnaires filled 
in by the various councils. 

Twenty-one out of 34 councils 
reported a standard operating pro- 
cedure on hospital employees, in- 
cluding salaries, hours and _ sick 
benefits. One typical affirmative 
reply said that standardized per- 
sonnel practices are “definitely a 
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matter of agreement between hos- 
pitals through discussing and de- 
termination of policy within. the 
council.” No general standard was 
reported by 13 councils. 
Consolidations: Answers were al- 
most entirely negative on the ques- 
tions of consolidated laundry facili- 
ties and on mass purchasing for 
member hospitals. Only one council 
out of 34 operated a laundry for its 
members. Twenty councils out of 





34 said that no mass purchasing was 
in effect, though another 11 were 
considering centralization. State- 
ments from councils which had the 
purchasing service stressed its ad- 
vantages. 

Central admitting bureaus, cen- 
tral welfare and investigation bu- 
reaus and central collection bureaus 
had not been adopted by many of 
the councils, according to survey 
results. A typical comment against 
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establishment of such services was: 
“It would be impractical.” 

A uniform system of cost account- 
ing is being used by 20 out of 34 
councils. The American Hospital 
Association’s recommended system 
of uniform cost accounting is used 
by 13 out of 20 councils. 

Finance: Thirty councils gave the 
sources of their operating funds. 
The largest number—13—operate 
on funds collected as dues. -Assess- 
ments of hospitals, figured on sev- 
eral different bases, account for 11 
councils’ funds. Four get their 
funds from other sources. 

Five out of 49 councils said ade- 
quate funds are received from com- 
munity chests to pay for care of 
non-tax eligible patients. Most of 
the councils, 35, said these funds 
were inadequate. A typical nega- 
tive comment was: “The com- 
munity chest budgets no funds for 
the assistance of hospitals or for 
the payment of services rendered 
to indigents.” 


Colorado Reassignment 


The annual meeting of the Colo- 
rado Hospital Association was held 
early in November. At that time 
Frank G. Palladino, superintend- 
ent of Community Hospital, Boul- 
der, was installed as president of 
the association. At the same meet- 
ing, Sister Mary Thomas Holland, 
superintendent of Mercy Hospital, 
Denver, was re-elected to her fifth 
term as treasurer. 

‘In less than a month—December 
5—Sister Mary Thomas died sud- 
denly after a short illness. A resi- 
dent of Denver since 1914, she had 
joined the staff of Mercy Hospital, 
26 years ago. She was superin- 
tendent from 1936 until her death. 
She had been active in many 
phases of hospital work and had 
been a representative to both the 
American Hospital Association and 
Catholic Hospital Association. She 
also had served as secretary of the 
Denver Hospital Council. 

Only five days after Sister Mary 
Thomas’s death, Association Presi- 
dent Palladino was called to active 
duty with the Army. He will spend 
three years with the Medical Ad- 
ministrative Corps. Commissioned 
a lieutenant in the corps, he has 
been assigned to Texas for the 
present. 
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Treatment Plan for Mental Patients 


A successful plan for treatment 
of serious mental patients has been 
put into operation by the Veter- 
ans Administration. Officials call 
it the “intensive treatment” pro- 
gram. 

A new approach aims at in- 
creasing the patients’ interests. 
Under complete supervision, the 
patients start with such basic forms 
of athletics as pummeling a punch- 
ing bag. They then alternate be- 
tween occupational therapy, cor- 
rective therapy, athletics and rec- 
reation. Ping pong and miniature 
bowling are suggested to encour- 
age the spirit of competition. 

The progress made shows a po- 
tential discharge rate of nearly 40 
per cent for a class of mental pa- 
tients previously considered prob- 
able for life-long hospitalization. 
These statistics are based on a 
group of 200 World War II patients 
at the Northport, N.Y., hospital. 

Sixteen patients have been re- 
turned home from one _ hospital 
during the past year and 14 others 
soon will leave on trial visits. An 
additional 45 are considered good 
prospects for eventual release. 

Though only two of the 16 dis- 
charged patients now are employed 
fulltime, the administration’s de- 
partment of medicine and surgery 
is optimistic about the others. 

Each of the 200 veterans tested 
at Northport under the new pro- 
gram of varied interests had failed 
to respond to previous methods of 
treatment. All had serious mental 
illnesses, some of which had lasted 
up to five years. 

Since its inauguration at North- 
port in December 1947, the pro- 
gram has been adopted with suc- 
cess at several other administration 
hospitals. 


Medical Record Study 


A pilot program to determine the 
need for trained medical librarians 
in Veterans Administration hospi- 
tals is under way. Hospitals in West 
Roxbury and Bedford, Mass., and 
at Fort Miley, San Francisco, are 
participating. 

The object of the test project is 
to determine to what extent med- 
ical record librarians might im- 
prove the quality of medical rec- 
ords, which are the basis of 
reporting medical statistics. Results 
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also are expected to assist in the 
medical education program and to 
help professional staffs with med- 
ical research programs. 


Tallest Hospital 


The tallest Veterans Adminis- 
tration hospital in the country is 


nearing completion. It is a $15,000- 
000 project near Fort Hamilton, 
Brooklyn. The modern 17-story 
structure, which will have 1,000 
beds, will have facilities to care 
for 3,000 veterans daily. 

In addition to the main hospital 
building, there will be two sep- 
arate apartment-type structures 
for nurses, hospital attendants and 
staff, as well as a service building 
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to be used as a power house, garage 
and laundry. 

The hospital building is unique 
in structure and design, with large 
areas of window space and a min- 
imum of solid wall areas. Rear 
windows of the hospital will have 
solar balconies. There also will be 
two solariums on the roof. 

Because of the slope of the 
ground in front of the main en- 
trance, a circular concrete and 
stainless steel ramp has been raised 
so that automobile passengers will 
alight at the second floor entrance. 


Staff and nurses will use the 
ground floor entrance under the 
ramp. 

When the new skyscraper hospi- 
tal is opened, the temporary facility 
at Manhattan Beach will close. 
There also is a possibility that Hal- 
loran Hospital will be turned back 
to the state. 


Construction 


By November 1, 1948, contracts 
had been let for 31 of the 91 Veter- 
ans Administration hospitals to be 
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built under“the billion dollar con- 
struction program. The entire proj- 
ect, expected to be completed in 
1953, will mean some 51,000 addi- 
tional beds. 

Bids for construction of a 1,000- 
bed neuropsychiatric hospital at 
Houston, Texas, were received 
early in December. 


New Staffing 


A new method of, staffing will 
go into effect when the Veterans 
Administration hospital at Grand 
Junction, Colo. opens this month. 
There will be no residents in this 
150-bed hospital. All staff mem- 
bers will have completed their 
formal residency training and will 
be prepared to put in two years 
of practice in their specialty under 
the supervision of diplomates. 

The program, under the super- 
vision of Dr. Richard Young and 
Dr. Ward Darley, respectively 
deans of the medical schools of 
Utah and Colorado Universities, 
will result in a continually rotated 
staff. Staff members eventually 
will become diplomates themselves 
without loss of training time. 


Hometown Care 


According to figures released by 
the Veterans Administration, more 
than a million and a half veterans 
were treated during the fiscal year 
1948 under the hometown medical 
program. 

Under the program, private phy- 
sicians treated 761,165 veterans, 
cooperating with the administra- 
tion in the provision of local care 
for disabilities attributed to war- 
time service. The doctors were paid 
$11,437,739 for 2,735,429 treat- 
ments, establishing an average 
charge per patient of $4.18 and a 
cost per veteran of $15.03. 

The treatments averaged three 
per veteran, making a total of 4,- 
416,612 treatments by both agency 
staff doctors and private physicians 
during the year ending June 30, 
1948. Individuals treated numbered 
1,626,169. 

Staff doctors handled 865,004 in- 
dividual veterans and a total of 
1,680,183 treatments during the 
year. Since these were handled in: 
outpatient clinics, no per-patient 
or per-treatment costs were com- 
piled. 
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Three Association Institute Programs 


Programs have been announced 
for three Association-sponsored 
institutes, two to be conducted in 
February and one in March. These 
are the Institute for Nurse Anes- 
thetists, 
Accounting and Business Office 
Procedures and the Institute on 
Management and Procedures for 
Operating the Hospital Dietary De- 
partment. 

Anesthetists: To be conducted 
February 7-11 at New York City, 
the institute will be sponsored co- 
operatively by the Association, the 
Greater New York Hospital Asso- 
ciation and the New York Associa- 
tion of Nurse Anesthetists. 

To be eligible for the institute, 
each applicant must be a member 
of the American Association of 
Nurse Anesthetists or a personal 
member of the American Hospital 
Association, or must be employed 
by an Association member hospital. 

Completed application blanks, 
including the $25 institute fee, 
should be addressed to the Associ- 
ation’s Council on Professional 
Practice, 18 E. Division Street, 
Chicago 10. 

Accounting: A program for ad- 
ministrators, accountants and busi- 
ness office employees has been 
planned for the February 21-25 
institute at Atlanta. Student dis- 
cussion of mutual problems will be 
part of the five-day program. 

To be eligible for attendance, an 
applicant must be either a personal 
member of the Association or em- 
ployed by a member hospital. Com- 
pleted application blanks and the 
$25 institute fee should be sent to 
the accounting specialist, American 
Hospital Association, 18 E. Division 
Street, Chicago 10. 

Dietary: The program for this 
March 14-18 institute at Biloxi, 
Miss., has been planned to help 
management meet its responsibility 
in promoting human efficiency and 
maintaining good standards of op- 
eration. 

Faculty members will speak on 
such subjects as recommendations 
for operating the infant formula 
room, diet therapy, achieving qual- 
ity food production and service, 
selecting and training the worker 
for productivity, and development 
of better supervision through train- 
ing. Arrangements have been made 
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the Institute on Basic 


for students to spend the Saturday 
following the institute in New Or- 
leans if they wish. Clinics will be 
conducted at Charity Hospital in 
the morning. 

Persons having administrative 
positions in the hospital, hospital 
dietitians and other employees con- 
cerned with dietary problems are 


eligible to attend the institute if 
they are personal members of the 
Association or are employed by 
member hospitals. In addition, col- 
lege or university instructors of 
institutional management at schools 
where students are prepared for 
dietary internships may attend. 
Application blanks and the $25 
institute fee should be sent to the 
Association’s dietetics specialist. 
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HASLAM 


BONE 


MALLETS 


Illustrated top to bottom 


B-1159-5 


BONEBRAKE 
ORTHOPEDIC MALLET 


Brass Head and Handle 
Chrome plated 
(medium and large) 


B-1161 


CRANE'S 
ORTHOPEDIC MALLET 


Brass Head and Handle 
Chrome plated 
(4 Ib. head and | Ib. head) 


B-1169 


U.S. ARMY PATTERN 
ORTHOPEDIC MALLET 


Brass Head and Handle 
Chrome plated 
(1/4 |b. head) 
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83 PULASKI 


Specify Catalogue Numbers and Weight 
Order Your HASLAM Instruments Through Your Dealer 


STREET, 


Over a Century of Surgical 
Instrument Craftsmanship 





LAM & Go., INc. 
FINE SURGICAL INSTRUMENTS 
BROOKLYN 46, NEW YORK 
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-- PLANNING, CONSTRUCTION : - 


? wld; Of the 540 approved applications, 
Speed-up of Plans for Building “eee ee 


Hill-Burton construction appli- projects amounted to more than or for additions, alterations or re- 
cations soared in the last few  $301,000,000, of which the federal § placements in existing general hos- 
months of 1948. By October 29, a — share was nearly $92,000,000.Mem- __ pital facilities. The remaining ap- 
total of 540 initial project applica- bers of the Division of Hospital plications were divided as follows: 
tions had been approved by the Facilities considered this a good 27 for mental, 16 for tuberculosis, 
surgeon general. Many more were — showing. In spite of higher con- and nine for chronic disease hos- 
expected and others were on the _ struction costs and the uncertainty _ pitals; 66 for health centers; three 
way. of coming health legislation, com- for nurses’ “homes, and three for 


The estimated cost of the total munities were looking ahead. health department laboratories. 
Four-fifths (327) of the generai 


































CONSTRUCTION ALLOTMENTS 


Allotments for hospital construction under 
the Hospital Survey and Construction Act as 
































amended. 
State or 1948 1949 1950 
Territory (tentative) 
Ala. 2,885,880 2,690,543 2,528,801 
Alaska 100,000 100,000 100,000 
Ariz. 451,739 443,109 402,956 
Ark. 1,966,582 1,966,552 1,880,659 
Calif. 1,956,160 2,121,367 2,499,163 
Colo. 656,652 635,878 498,007 
e Conn. 421,523 422,222 514,921 
Tailored to Measure Del. 100,000 100,000 + —-100,000 
D.C. 298,110 275,268 255,814 
Adaptability is a quality associated with honest craftsmanship. As the Fla. 1,460,260 1,481,446 1,406,528 \ 
architect plans his structure to harmonize with the terrain, and the —— ae git sd geen a 
tailor cuts his cloth to the individual measurement, so must a fund-raising idehe 293,162 300.347 284.329 _ 
firm be prepared to offer its clients methods of campaign procedure Il. 2,768,690 2,764,357 2,458,374 
flexible enough to meet all contingencies. Ind. 1,726,355 1,754,093 1,919,503 
” lowa 1/340,446 1,393,932 1,536,680 
B. H. Lawson Associates possesses this quality of adaptability to a Kan. 932,719 972,758 — 1,063,746 
great degree. We have one commodity to sell and that is service. But a pte ppnegpiad peeved 
. . . . * a. ' ' ' ' ' ‘ 
it is service of a special kind. sins 454438 467139536925 
Our staff of Campaign Directors are not limited to one stereotyped Md. 869,663 = 827,301 = 791,841 
procedure. They have learned the all-around craftsmanship which comes sm py at pnt Heise 
only from long training in every phase of fund-raising work. ian 1653926 1.725.122 1.714.283 
Our permanent staff of men, trained in every aspect of campaigning, — on pened alana 
pride themselves upon our unique method of campaign direction which oak, 031530 224137 173.112 
may be modified to suit the needs of every group. Our specialty is not Neb. 684,394 682,443 695,069 
only the small hospital campaign for a few hundred thousands dollars, = haar 100,000 100,000 





N. H. 342,122 367,648 333,950 
se 1,312,554 1,328,053 1,453,080 
457,062 457,632 407,147 


or the hospital drive for several million. We specialize in all difficult jobs. NJ 
N.M. 

N.Y. 2,941,663 3,029,743 3,010,043 
N.C 

N.D 


No campaign is undertaken by B. H. Lawson Associates without a 
preliminary survey of the area of solicitation. A representative then 
visits the area and ascertains the quality of leadership available and the 







3,429,016 3,413,486 3,143,862 
308,157 287,845 228,047 
















interest shown in the proposed program by the community. When every Ohio 2,690,189 2,715,846 2,979,881 
factor necessary for success has been investigated, then, and only then, Okla. 1,639,006 ‘1,730,437 ‘1,899,894 
is a plan of procedure established, scaled to the size of the undertaking i ate 534,815 ee 
and tailored to the community need. PR petit by gon Heyes 
You are cordially invited to investigate our services. A copy of our in- R. |. 279,966 = 267,855 §=—262,924 
formative brochure, “Your Appeal to the Public,” will be made avail- y = ae is onal onic 
able upon written request to Department A-1. ; Foie. 2,671,070 2,616,055 2,470,573 
Texas 4,836,567 4,865,137 4,666,697 
Utah 364,840 354,023 369,576 
’ Vt. 214,510 227,131 217,719 
Va. 2,208,159 2,114,928 2,021,140 

dWSOT) ASSOCId vial | 
° ° Islands 32,765 29,271 28,590 
Wash. 511,646 553,979 928,430 
a W.Va. 1,554,281 1,529,058 1,399,493 
° ; m Wis. 1,621,161 1,610,133 1,560,630 

307 Sunrise Highway Rockville Centre, New York Wyo. 144,856 146,879 —*118,776 : 














Totals $75,000,000 $75,000,000 $75,000,000 
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Easier on Doctor's Eyes. . . . « . CLARK 
rae CRREEN 
Sheets—Lap, Gyne 


Surgeons, Nurses Gowns 
Towels, Gloves, etc. 


Write for Descriptive Circular Giving Full Details 








Clark Linen & Equipment Co. +« 


303 West Monroe Street Est. 1898 CHICAGO 6, ILLINOIS 
Si yo 

















MLE Horompssace ie" 


OTHER PHYSICAL 
THERAPY EQUIPMENT: 





New Improved Paraffin 
Baths, Mobile Sitz Bath; 
and Folding Thermo- 
static Bed Tent. 





FULL BODY IMMERSION HYDROTHERAPY TANK UNIT e we, COMBINATION ARM, LEG and HIP UNIT 


Mobile Model HM 200 
(An Improved Whirlpool Bath) 


Write for descriptive literature and medical reprints 
TGR hee lomo) ile) y.yile). 


36-08 33rd STREET, LONG ISLAND CITY, N. Y. 


Model HM 801 
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When you havea 


{Portable Iron Lung] 


Here at last is a compact lightweight 
portable respirator that is just as 
efficient as the large cumbersome 
models. No longer do you need to 
sacrifice valuable hospital space in 
order to be able to treat asphyxia 
cases. Keep it under a hospital bed 
when not in use—out of the way yet 
ready for instantaneous use. 


Spiralock Collar Equipped 


The revolutionary collar that requires 
no stretching and fits all neck sizes 
has been adapted to the Chestpira- 
tor. 


More Comfort—Easier Nursing 


The patient is more comfortable for 
he lies on a hospital bed. Nursing 
care is simplified for the patient's 
arms, legs and lower body are always 
free for examination and treatment. 


Write for Complete 
Details 


IRON LUNG CO. OF AMERICA 
19 Walnut St., West Roxbury 32, Mass. 








hospital applications were for new 
facilities. A distribution of these 
new facilities by size of hospital 
shows 190 with less than 50 beds, 
92 with 50 to 100 beds and 45 with 
100 beds or more. 

Small communities and small 


’ hospitals, where federal assistance 


is needed most, were well in the 
lead. Two out of every three new 
general hospital projects are in 
towns of less than 5,000 population. 
A more detailed breakdown of 
projects by community size shows 
134 new general hospitals in towns 
of less than 2,500 persons; 85 in 
communities of 2,500 to 4,999; 53 
in communities of 5,000 to 9,999; 
38 in communities of 10,000 to 24,- 
999; two in a city of 25,000 to 49,- 
999* and 15 in cities of 50,000 or 
more persons. 

In a special bulletin issued by the 
Division of Hospital Facilities on 
November 17, it was said that of the 
416 general hospital projects, 271 
were in rural areas, 115 were in 
intermediate and 30 were in base 
areas. 

Great need: Though these re- 
ports are encouraging, the office 
of special services of the Division 
of Hospital Facilities, reminded the 











Fund Raising 


Counsel 


For a quarter century our cam- 
paigns have succeeded not only 
financially, but in the excellent 
public relations we have established 
for our clients. 

Consultation without obligation 


Or ex, pense 5 


CHARLES A. HANEY 
x ASSOCIATES 


259 Walnut St. + Newtonville, Mass. 








nation’s hospitals of the big job 
ahead. 

State plans for hospital construc- 
tion submitted under the Hill-Bur- 
ton program showed that the 
United States and territories (ex- 
clusive of Nevada which had not 
yet submitted a plan) had a total 
of 1,024,286 hospital beds. Of these, 
879,377 are considered acceptable. 
The remainder—144,909—are un- 
acceptable because they are not 
suitably designed, are fire hazards 
or do not meet standards of the 
agencies administering the state 
program. 

On the basis of standards set 
forth in the Hill-Burton Act, state 
and territory planning agencies es- 
timate that an additional 898,132 
beds are needed. As of October 25, 
1948, the nation had a total of 397,- 
206 beds for general hospital care, 
based on 4.5 to 5.5 beds per 1,000 
population. A total of 255,575 addi- 
tional general hospital beds were 
needed. 

There was a total of 381,627 ac- 
ceptable beds in mental hospitals 
and 310,523 additional beds were 


‘estimated to be needed. For tuber- 


culosis hospitals the nation had 
72,052 acceptable beds and needed 
another 83,715. Chronic hospitals 
had 28,492 beds and needed 248,319 
more. 

Depending on the population of 
each state, needs for mental beds 
were estimated on the basis of five 
beds per 1,000 population; for tu- 
berculosis beds on the basis of 2.5 
beds per annual death from tuber- 
culosis; and for chronic beds, on the 
basis of two per 1,000 population. 


Guatemala Plan 


A survey of the health and hos- 
pital needs for the Instituto Guate- 
malteco de Seguridad Social, Gua- 
temala, has resulted in a plan for 
organization of seven separate in- 
tegrated hospital districts and con- 
struction of 67 hospitals and health 
centers. It is expected that at least 
10 years will be needed to carry 
out the complete plan. It will be 
financed in Guatemala. 

Dr. Allan Craig and Helge Wes- 
termann, both of New York City, 
spent a month in Guatemala on 
the survey. Field studies had been 
carried on for eight months by Dr. 
Henry W. Kolbe. 


Medical Hall 


A $500,000 drive to finance the 
building of a medical alumni hall 
at the University of Pennsylvania 
was launched early in December. 
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CALL THE WITNESS! | oe z is 
HOSPITAL 
Testimony from a Committee: | TESTED | 
‘Our campaign called for raising ||| GLARSWARE 


more money hun was thought possible, 
whale creating good will a | the 


Hosp ita [ 
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that, while exceeding the goal by 20%, 
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| I MERTEX 


Sold through 


Reference on request. ethical supply houses 
; only 








ADERTON-JOHNSON ASSOCIATES 
prec A catalog of (HERTEX) glassware will be sent to you upon request. 
U.S. F. and G. Building Kindly state your supply house name. 
HARRISBURG, PENNSYLVANIA MERCER GLASS WORKS, INC., 725 Broadway, New York 3, N. Y. 
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Ideal For Premature, Normal Babies 


Triplet nurses, Virginia, Flavia and Rose 
happalear, of Providence Hospital, 
holding Burroughs triplets. 


TRIPLET NURSES CARE 
FOR TRIPLET BABIES! 


The nurses and babies above have 
two things in common. Both groups are 
triplets. Both were born in the same 
Washington, D. C. hospital. But thanks 
to improved hospital facilities and 
nursing skill, the babies born today 
have a much better chance to survive 
than did triplets born 25 years ago. 

One contribution to better nursing 
has been the Evenflo Nurser. Prior to 
its introduction, bottle babies had to 
struggle with stiff or collapsed nipples 
and were often too exhausted to take 
all the food they needed. 


Nearest Breast Feeding 

Evenflo Nipples 

are soft and flexible, 

yet cannot collapse. 

Two air valves in 

base keep pressure 

in bottle constant. 

Because they are 

relieve vacuum, easier for babies to 

prevent collapse. nurse, Ev en flo 

Nursers are widely vsed in maternity 

wards and recommended by doctors 
when the babies go home. 

Complete 4- or 8-oz. Evenflo Nursers 
are 25c at baby shops, drug and dept. 
stores. For hospital prices, see your 
jobber or write— 

Dept. H 
THE PYRAMID RUBBER CO., Ravenna, O. 


Cvenfls 


America’s 
Most Popular Nurser 


"IT BREATHES 
AS IT FEEDS" 


Evenflo air valves 


4-072. 
Hospital 














The hall will be a contribution to 
the university’s $10,000,000 Phila- 
delphia medical center. 

About 8,000 physicians and sur- 
geons, all graduates of the univer- 
sity’s medical school, have been 
asked to contribute. 


Project Applications 


Following is a list of project con- 
struction applications approved by 
the Public Health Service under 
the Hill-Burton Act. The list is 
divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is a continuation of the list 
which appeared on page 126 of 
HospPITALs for December. 


ARIZONA 


Maricopa County Hospital, Phoenix; 
general; 61; public; $694,808; $165,916 (1948). 


CALIFORNIA 


Palomar Memorial Hospital, Escondido 
general; 37; public; $480,330; $32,936 (1948) ; 
$127,173 (1949) (split project). 

Tulare District Hospital; general; 73; 
public; $1,299,500; $416, 200 (1948). 

Modoc General Hospital, Alturas; gen- 
eral; 54; public; $1,041,955; $346,901 (1949) . 

John C. Fremont Hospital, Mariposa; 








* Patented 


Approved by Doctors and Nurses 
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CLEVELAND 
HOSPITAL 
COUNCIL 


A Manudl for Training 
Hospital Employees 








> 








The Cleveland Hospital Council 
has made available for distribu- 
tion through the American Hos- 
pital Association a limited num- 
ber of copies of this manual. It 
has been especially designed 
for the use of supervisory per- 
sonnel conducting _ in-service 
training programs. The great 
demand by hospital administra- 
tors encouraged the reprinting 
of this manual for hospitals out- 
side the Cleveland area. Price 
$5.50. Orders should be sent to 
the Publications Division, Ameri- 
can Hospital Association, 18 





4000) 25; public; $385,800; $126,43; 
Mark Twain Hospital, San Andreas; gen- 


eral; 25; public; $435,565; $145,188 (1949) . 


FLORIDA 


Washington County Hospital, Chipley: 
general; 28; public; $210,637; $69,379 (1948). 
St. Luke's Hospital, Jacksonville; gen 
eral; 31; nonprofit; $369,300; $123,100 (1949). 


INDIANA 


Gary Health Center; health center; pub- 
lic; $20,100; $6,700 (1949) . 


IOWA 


Ringgold County Memorial Hospital: 
general; 22; public; $281,729; $93,909 C=: 
Loring Memorial Hospital, Sac it 

$355,750; $116,250 


= 34; nonprofit; 
Murphy Memorial Hospital, Red Oak; 
general; 18; public; $196,450; $64,150 (1949). 
Sioux Valley Hospital, Cherokee; gen- 
eral; 42; nonprofit; $360,000; $120,000 (1949). 


LOUISIANA 


“eat —— New Orleans; men- 
tal; : onprofit; $1,240,977; $125,000 
cre (oss 659° (1949) (split project). 


MISSISSIPPI 


Forrest County Hospital, Hattiesburg; 
general; 100; public; $1,110,000; $25,000 
(1949); $340, 933 (1950) (split project). 

Jackson County Hospital, Pascagoula; 
general; 18; public; $108. 000: ‘$36,000 (1949). 

Hickory Flat Clinic; auxiliary health de- 
partment; 4; public; $31, 800; $10,600 (1949). 


MONTANA 


Sweet Grass County Hospital, Big Tim- 
ber; general; public; $128,450; $13,993 
(1948) : $28,490 (1949) (split project). 


NEBRASKA 


Perkins County Community Hospital, 
Grant; general; 20; nonprofit; $118,000; 
$8,833 (1949). 


NEW JERSEY 


Burdette Tomlin Memorial Hospital, 
Cape May Court House; general; 40; non- 
profit; $699,831; $233,277 (1949). 


NEW MEXICO 


Roosevelt County Hospital; Portales; 
general; 35; public; $445, 000. $73, 333 (1949); 
$73,333 (1950) (split project). 

St. Vincent’s Sanatorium, Orphan’s Home 
and Industrial School, Santa Fe; general; 
150; nonprofit; $1,915,000; $250,000 (1949). 


NEW YORK 


Tri-County Memorial Hospital, Gowanda; 
epost: 50; nonprofit; $451,600; $150,000 


) 

Edward John Noble Hospital, Alexandria 
Bay; general; 30; nonprofit; $360,000; $120,- 
000 (1948). 

Edward John Noble Hospital of Gouver- 
neur; general; 60; nonprofit; $922,644; $302,- 
048 (1948). 

The House of the Good Samaritan, Wa- 
tertown; general; 192; nonprofit; $1,500,000: 
= — oe - 

wego Hospital; general; —; nonprofit; 
$196, 000; $42. 000 (1948) (heating plant). 

Oswego Hospital; general; 80; nonprofit; 
$1,047,000; $349,000 (1948). 

Oneida Hospital; wind building; pub- 
lic; $57,000; $19,000 (1948). 

St. James Mercy Hospital, Hornell; gen- 
eral; 56; nonprofit; $755,000; $250,000 (1948). 

Corning Hospital; general; 40; nonprofit; 
$470,300; $142,500 (1948). 

Maimonides Hospital of Brooklyn; gen- 
eral; 45; nonprofit: $137,600; $45.866 (1948). 

Kings County Hospital, Brooklyn; gen- 
eral; nursery center; public; $34,492; $11,497 


(1948). 
Harlem Hospital, Manhattan; general; 
nursery center; public; $14,766; $4,922 


(1948). 




















East Division Street, Chicago 
| 10, Illinois. 











HOSPITAL PACKAGE—ARZOL 


‘Silver Nitrate Applicators 
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Packed in vials of 100's 


Arzol Chemical Co. 
Nyack, N. Y. 
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Showing the easy 
accessibility of the 
chest drawers. 
These drawers 
open and close 
easily and quietly. 


WU! 


Dormitory Furniture 


BY HILL-ROM 


The large desk 
provides ample 
space for refer- 
ence books and 
papers—also for 
lamp, radio, etc. 


Bed and bolster 
serve as lounge 
during day. One or 
more bolsters may 
be used in this way 
to make a settee. 


Compact Bedroom-Living Room Combination 
Units for Nurses, Students, Internes 


Here’s Hitu-Rom’s answer to the problem of providing 
convenient, comfortable and attractive living quarters for 
students, nurses and internes—at money-saving cost. The 
unit consists of a bed and bolster, a three-in-one chest- 
vanity-desk, and a handy wall shelf for books, radio, 
clock, ete. Illustrated folder giving complete information 
and showing many different suggested arrangements for 
single and double rooms will be sent on request. 


Hiit-Rom Company, INnc., BATESVILLE, INDIANA 


‘e: HILL-ROM 


Yurntture for Lhe 
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NO HIDDEN DIALS OR 
SELECTORS ON THE 


Ment R. Reid 


MAJOR OPERATING TABLE 


THIS PICTURE 
TELLS THE 
STORY 


All Mont R. Reid 
controls are shown in 
heavy outline. Every 
one is within easy 
reach—nothing hid- 
den—no confusion. 
Blindfolded, one can 
intelligently operate 
these convenient, re- 
sponsive levers. The 
slightest pressure on 
a control—any con- 
trol—commands _in- 
stantaneous obedi- 
ence. "Touch Con- 


trol" is a reality. 


A PROFUSELY ILLUSTRATED 
BROCHURE IS YOURS FOR 
THE ASKING 


SURGICAL EQUIPMENT MAKERS 
CINCINNATI 2, OHIO 




























NEW YORK STATE LAW* 
requires Terminal Sterilization 


of milk formula in hospitals 


Send for your copy of this informative, illustrated 
booklet on Terminal Sterilization. 













































LIGHTS 
and 
STERILIZERS 


124 











New York State is another illustra- 
tion of the growing trend in Public 
Health legislation to require every 
hospital equipped with a nursery to 
set up and practice the Terminal 


Sterilization Technic of preparing and handling milk formula. 

Castle pioneered the research and development of this technic in 
which terminal sterilization under pressure eliminates any contamina- 
tion which might have occurred in the preparation ...and safeguards 
the formula from sterilizer_to infant. 

The new Castle booklet “Healthy Babies and Happy Mothers” 
explains and illustrates the Terminal Sterilization Technic... shows 
how it can be adapted to fit space, service and budget requirements of 
any hospital. Send the attached coupon for your copy. No obligation. 
Wilmot Castle Co., 1184 University Ave., Rochester 7, N. Y. 


“Sanitary Code, promulgated under the Public Health Law, Chapter II, Regulation 35. 


FILL OUT AND MAIL THE ATTACHED COUPON 
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WILMOT CASTLE CO. 


1184 University Ave. 
Rochester 7, N. Y. 


Please send me a copy of your Terminal Sterilization 
Bulletin R-2, “Healthy Babies and Happy Mothers.” 


Name 
Hospital 


Street___ 


City 
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ery center; $15,968; $5,323 (1948). 

Fordham Hospital, Bronx; general; nur:- 
ery center; public; $15,868; $5,289 (1948). 

Presbyterian Hospital, Manhattan; gen- 
eral; 20; nonprofit; $55,000; $18,333 (1948). 

Hudson City Hospital; general; 104; non- 
profit; $1,416,000; $472,000 (1949). 

Seneca County Hospital, Seneca oom 
general public health center and lab; pul- 
lic; $1,152,600; $125,200 (1949); $257, 000 
(1950) (split project). 

Cuba Memorial Hospital; general; 31; 
nonprofit; $197,000; $65,000 (1949). 

Our Lady of Victory Sanitarium Inc. 
(Benedictine Hospital), Kingston; genera!; 
90; nonprofit; $1,272,000; $416,333 (1949). 

Arnold Gregory Memorial Hospital, A!- 
bion; general; 50; nonprofit; $480,900; $159,- 
800 (1949). 

St. Jerome Hospital, Batavia; gener: 
150; nonprofit; $1,667,300; $404,000 (1949): 
$151,767 (1950) (split get 

Genesee Memorial Hospital. 
general; 110; nonprofit; $1, MOL 153; rrr 000 
york $159, i41 (1950) (split project). 

ncoln aoe Bronx; general; public; 
$7987. $2,662 (1949). 

Placid Memorial Hospital, Lake Placid; 
general; 50; nonprofit; $598,985; $75,000 
end DD $108, wed (1950) (split project). 

da ital; — 68; public; 
sa 000; $133, 333 ( iss 
llevue Hospita Sebabotten: general; 
pub: $29,280; $9, 460 (1949). 


OKLAHOMA 


bi oye | Valley Hospital; general; 23; non- 
profit; $61,727; $20,575 (1949). 

Hillcrest Memorial Hospital, Tulsa; 
nurses’ teaching facilities; 108; nonprofit; 
$316,200; $105,400 (1949). 

Central State Hospital, Norman; general- 
mental; public; $780,000; $260,000 (1949). 

Woodward Memorial Hospital; general; 
50; public; $469,550; $152,250 (1949). 

Central State Hospital, Norman; general; 
35; public; $276,000; $92,000 (1949). 

Mercy General Hospital, Oklahoma City; 
nurses’ teaching facilities and residence; 
nonprofit; $317,400; $105,800 (1949). 


OREGON 


Harney County Hospital, Burns; general; 
31; public; $276,678; $66,217 (1948) (split 
project). 


PENNSYLVANIA 


Corry Memorial Hospital; general; 60; 
nonprofit; $1,045,796; $348,257 (1948). 

Altoona Hospital; service building and 
— plant; nonprofit; $1,172,104; $272,626 
(1949) 

Altoona Hospital; general; 52; nonprofit; 
$1,031,473; $338,157 (1949). 

Centre County Hospital, Bellefonte; gen- 
“r34d) 79; nonprofit; $1,078,040; $359,346 
( 5 


SOUTH CAROLINA 
Kingstree Public Health Center; public 


health center; public; $70,700; $23,566 
(1949). 
Hemingway Auxiliary Public Health 


Center; public health center; public; $16,- 
520; $5,506 (1949). 

Greeleyville Auxiliary Public Health 
Center; ae health center; public; $16,- 
506; $5,506 (1949). 

Nesmith Auxiliary Public Health Center; 
tote health center; public; $10,180; $3, 393 
(19: 

Trio Auxiliary Public Health Center; 
eT. health center; public; $10,180; $3,393 
(19: 

Lee County General Hospital, Bishop- 
—e 50; public; $400,000; $133,333 
( 


TEXAS 


Robert B. Green Memorial Hospital, San 
Antonio; general; 118; public; $1,260,000; 
$420,000 (1949). 

M. D. Anderson Hospital for Cancer Re- 
search, Houston; cancer; 300; public; $4,- 
712,000: $500,000 (1949). 


VIRGINIA 
Prince William County Public Health 
Center, Manassas; public health center; 
public; $71,000; $23, 666 (1948). 
Amherst County Public Health Center, 
pees). center; public; $100,000; $33, 333 
(1948). 


WASHINGTON 


— oo. owt South Bend; 
gener. ublic; $811,580; $100,000 
oa ‘s170, 526 P1950) (split project). 


HOSPITALS 





Queens General Hospital; general; nurs 
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CURRENT LISTING OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


CALIFORNIA 
Eureka—St. Joseph Hospital 
Oakland—Providence Hospital of Oakland 
Sanger—Sanger Hospital 
Torrance—Los Angeles County Harbor Gen- 
eral Hospital 


COLORADO 
Englewood—Swedish National Sanatorium 


DISTRICT OF COLUMBIA 
Washington—Federal Security Agency, U.S. 
Public Health Service 
Washington—Hospital Council of the Na- 
tional Capitol Area 


FLORIDA 
Gainesville—University of Florida Infirmary 
Leesburg—Stevens Hospital and Clinic 
Palatka—Mary Lawson Hospital 
Pensacola—The Pensacola Maternity Hos- 


ital 
Tallahassee—Florida State Improvement 
Commission, Hospital Planning Division 
Tallahassee—Forsyth Memorial Sanitarium 
and Hospital 


GEORGIA 


Atlanta—Georgia State Nurses Assn. 
Elberton—Elbert County Hospital 


ILLINOIS 
Chicago—Chicago Clinic of Physical Med- 
icine 
Chicago—Martha Washington Home for De- 
pendent Crippled Children 
Chicago—University Hospital 
Christopher—Miners Hospital 
East St. Louis—St. Mary’s Hospital 


INDIANA 
Franklin—Johnson County Memorial Hos- 
pital 
KANSAS 
Clay Center—Clay Center Municipal Hos- 
pital 
KENTUCKY 
Corbin—Smith Hospital 
Hardinsburg—Breckinridge County Memo- 
rial Hospital 
Murray—Murray Hospital 
Owensboro—Our Lady of Mercy Hospital 


MARYLAND 
Bethesda—Clinic Center, National Institutes 
of Health 
MASSACHUSETTS 
Peabody—Josiah B. Thomas Hospital 
Springfield—The Mercy Hospital 


MICHIGAN 
— of Mercy, Province of De- 
roi 
MISSISSIPPI 


Brookhaven—King’s Daughters’ Hospital 
Whitfield—Mississippi State Hospital 


NEBRASKA 
Omaha—Dr. M. L. Rich Memorial Hospital 


NEW JERSEY 


Bridgeton—Ivy Hall Sanitarium 
Metuchen—Middlesex Nursing Home, Inc. 
Park Ridge—Meyer Sanitorium 
Rahway—Rahway Hospital 


NEW MEXICO 


Los Alamos—Los Alamos Hospital 
Taos—Taos Indian Hospital 


NEW YORK 


Amityville—Brunswick General Hospital 

Bayside, Long Island-Fort Totten Army 
Medical Center 

Brooklyn—Esplanade Nursing Home 


NORTH CAROLINA 


Asheboro—Randolph Hospital, Inc. 
Sylva—C. J. Harris Community Hospital, 
ne. 


OHIO 
Akron—Edwin Shaw Sanatorium 
Cleveland Heights—Doctors Hospital 
OKLAHOMA 
Sha wnee—Shawnee Municipal Hospital 
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OREGON 
Portland—Oregon State Nurses Association 


PENNSYLVANIA 
Philadelphia—Doctors Hospital 


TEXAS 


Baytown—San Jacinto Memorial Hospital 
Kermit—Winkler County Memorial Hospital 


UTAH 


Salt Lake City — Shriner’s Hospital for 
Crippled Children 


VIRGINIA 


Arlington—Anderson Orthopedic Hospital & 
Clinic 


WASHINGTON 


Ellensburg—Kittitas County Hospital 

Pullman—Finch Memorial Hospital, State 
College of Washington 

Richland—Kadlec Hospital 

Seattle—Group Health. Hospital 

Sunnyside—Valley Memorial Hospital 


WEST VIRGINIA 
Bluefield-—Associated Hospital, Inc. 
miee ae 

ilton—Morris Memorial Hospital for Crip- 
pled Children “ ee 


CANADA 
Regina, Sask.—Division of Hospital Plan- 
ning & Administration, Health Services 
Planning Commission 
Victoria, British Columbia—Hospital Insur- 
ance Branch, Department of Health and 


Welfare 
ALASKA 
Juneau—Territorial Department of Health 


PERSONAL MEMBERS 


Adams, Margaret Ellen—Pers. Dir.—New 
England Deaconess Hospital—Boston 

Alexander, Edgar L.—Supt.—Corry (Pa.) 
Memorial Hospital 

——. Poe J.—Memb. Bd. of Dir.— 
ames ecker Munson Hospital— - 
verse City, Mich. sssceninaaa 

Andrews, Hilda Louise—Asst. Admin.— 
Winchester (Mass.) Hospital 

Appleton, Francis R.— Trustee — Cable 
Memorial Hospital—Ipswich, Mass. 

Armour, Alexander—Asst. Steward—Mc- 
Lean Hospital—Waverly; Mass. 

Armstrong, W. N.—Exec. Dir.—Northern 
Mlinois Hospital Service—Rockford 

Barbour, Josephine Crosby — Chf. Social 
Service—Massachusetts General Hospi- 
tal, Boston 

Barker, Mrs. John—Mbr. Bd. of Trustees— 
House of Mercy Hospital — Pittsfield, 
Mass. 

Baughman, Helen—Dir. of Nutrition—Peter 
Bent Brigham Hospital—Boston 

ag ass psig st P.—Mbr. Bd. of 

ustees — House of Mercy Hospital — 

Pittsfield, Mass. . ib 

Bilstein, Robert F.—Student Hosp. Admin. 
—Northwestern University—Chicago 

Blau, Mrs. Alan J.—Mbr. Bd. of Trustees 
House of Mercy Hospital — Pittsfield, 
Mass. 
Blossom, Cora Campbell—Head Nurse— 
Mary Lawson Hospital—Palatka, Fla. 
Bolinger, Ray K.—Asst. Supt.—Jackson 
Park Hospital—Chicago 

Boyce, Margaret P.—Mbr. Exec. Com.— 
Kent General Hospital—Dover, Del. 

Borcher, Arthur C.—Hosp. Admin.—Chi- 
cago Intensive Treatment Center 

Brown, J. Thompson — ist Vice Pres. — 
Delaware Hospital—Wilmington 

Brown, William R.—Dir.—Kent General 
Brockton (Mass.) Hospital 

Bruce, Kenneth Alton —Chf. Phmcst. — 
Brocton_(Mass.) Hospital . 

Burgess, Martin L.—Serv. Rep.—Michigan 
Hospital Service—Detroit 

Burnham, Louis B. — Trustee — Cable Me- 
-‘morial Hospital—Ipswich, Mass. 

Burton, I. G. — Dir. — Milford (Del.) Me- 
morial Hospital 

Byers, Walter C.—Asst. Supt.—Norton Me- 
morial Infirmary—Louisville 

Carden, Thomas E.—Admin.—Cooper Hos- 
pital—Camden, N. J. 

Cardwell, Horace M. — Supt. — Memorial 
Hospital—Lufkin, Texas 

Carmichael, Donald R.—Bus. Mgr.—Massa- 
chusetts Osteopathic Hospital, Inc.— 
Jamaica Plain 





Carpenter, Juliet Lee—Dir. of Vol. Serv.— 
Peter Bent Brigham Hospital—Boston 

Cavers, John W.—Supt.—Wesson Memorial 
Hospital—Springfield, Mass. ; 

Cawley, Marion Allison, R.N. — Asst. 
Admin.—New England Baptist Hospital— 
Boston 

Chapin, N. Reed—Memb. Bd. of Dir.— 
James Decker Munson Hospital—Tra- 
verse City, Mich. 

Clark, Dorcas P.—Supt.— Winthrop (Mass.) 
Community Hospital 

Clark, Dorothy E.—Dir. of Nrsg.—New Jer- 
sey State Hospital—Greystone Park 

Claypool, William E.—Student, Course in 
Hosp. Admin.—Washington University— 
St. Louis. 

Clement, Donald George—Plant Supt.— 
Peter Bent Brigham Hospital—Boston 
Coolidge, Mrs. Allison J.—Pers. Dir.—Mc- 

Lean Hospital—Waverly, Mass. 

Coolidge, T. Jefferson — Trustee — Peter 
Bent Brigham Hospital—Boston 

Conner, Roy M., Lt. Col. M.S.C.—Exec. 
Off.—U.S. Army Station Hospital—Ft. 
Jackson, S. C. 

Connolly, Thomas W. — Supt. — Josiah B. 
Thomas Hospital—Peabody, Mass. 

Copeland, Pamela C.—Memb. Exec. Com. 
—Memorial Hospital—Wilmington, Del. 

Cousin, Jacques — Admin. Intern — Harper 
Hospital—Detroit 

Crane, Mrs. Frederick G.—Mbr. Bd. of 
Trustees — House of Mercy Hospital — 
Pittsfield, Mass. 

Cummings, Woodrow W.—Bus. Mgr.—Wes- 
son Memorial Hospital — Springfield, 
Mass. 

Curtis, Richard G.—Trustee—Peter Bent 
Brigham Hospital—Boston 

Custis, Kathryn M.—Student, Hosp. Admin. 
—Washington University—St. Louis 

Cutler, Robert—Trustee & Treas.—Peter 
Bent Brigham Hospital—Boston 

Cyril, Sister M. — Admin. — Sacred Heart 
General Hospital—Eugene, Ore. 

d’Alexandrie, Sister Emile—Superior—Hos- 
pital St.-Jean-de-Dieu — Gamelin, P.Q., 


Can. 

Dahl, Dorothy S.—Pers. Dir.—Peter Bent 
Brigham Hospital—Boston . 
Danly, H. Gregg—Vice Pres.—Memorial 

Hospitali—Wilmington, Del. 

Dayton, Brady J.—Asst. Man. Dir.—Group 
Hospital Service, Inc.—Wilmington, Del. 

DeCesare, Ada E.—Bus. Adm.—Clover Hill 
Hospital—Methuen, Mass. 

DesBarres, Marie L.—Admin.—Alfred I. 
duPont Institute—Wilmington, Del. 

Dexter, Franklin—Trustee & Asst. Treas. 
—Peter Bent Brigham Hospital—Boston 

Dorey, Alexander—Purch. Agt. & Steward 
—McLean Hospital—Waverley, Mass. - 

Drake, Alma S.—Office Mgr. & Asst. Secy. 
—Lemos B. Warne Hospital & Clinic, 
Inc.—Pottsville, Pa. 

Drake, Sylvia Capen—Asst. Supt.—Cable 
Memorial Hospital—Ipswich, Mass. — 
Emery, Walter C.—Mgr. Laundry & Linen 
Dept.—New England Deaconess Hospital 
—Boston : 
Esson, W. B.—Student, Hosp. Admin.— 
University of Chicago oe 
Farwell R. F., Jr.—Bvuvs. Mgr.—Virginia 

Mason Hospital—Seattle 

Flores, Florence—Dir. Nrsg. Serv.—Massa- 
chusetts Memorial Hospitals—Boston 

Frear, J. Allen—Pres. Bd. of Dir.—Kent 
General Hospital—Dover, Del. 

Freeman, Wilmer, M.D.—Trustee—North 
Detroit (Mich.) General Hospital - 
Garcia, Pedro A.—Student, Hosp. Admin.— 

Northwestern University—Chicago 

Gilman, Dorothy—Admin. Asst.—Doctors 
Hospital—Seattle ; 

Goebel, Edward J.—Dir.—Archdiocese of 
Milwaukee—Milwaukee, Wis. 

Goodhue, Charles E.. Jr—Pres. Bd. of 
Trustees & Exec. Bd.—Cable Memorial 
Hospital—Ipswich, Mass. - 

Hahn, Jack A. L.—Admin.—Memorial Hos- 
pital—Fremont, Ohio pees 

Halbing, Frances L.—Head Dietitian—Ar- 
not-Ogden Memorial Hospital — Elmira, 


Hanafin, Ella G.—Supt. of Nurses—Wesson 
Memcrial Hospital—Springfield, Mass. 
Haralson, L.—Exec. Off.—Veterans Ad- 

ministration Hospital—Boise, Idaho 
Harvey, Osborne L.—Purch. Agent—Joseph 
H. Pratt Diagnostic Hospital—Boston 
Heidbreder, H. W.—Memb. Bd. of Dir.— 
James Decker Munson Hospital—Tra- 
verse City, Mich. : 
Heinze, Carl T.—Student Hosp. Admin.— 
Northwestern University—Chicago. 
Hemlepp, Oliver O.—Hosp. Serv. Rep.— 
Michigan Hospital Service—Detroit 
Herman, Sister Alice M.—Admin.—Edmon- 
ton (Alta.) General Hospital 
Hoagland, G. Stewart—Trustee—Somerset 
Hospital—Somerville, N. J. 
Holloway, Harry V.—Ret. State_Supt.— 
Delaware State School System—Dover 
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There is nothing finer for serving cheer with your food 
than to serve your patients’ meals on DEBS fine silver. 
Its beauty of design and rich texture have the 
knack of making even the simplest menus 


more inviting. You'll find that the 18 
per cent Nickel Silver Base, EXTRA 
heavily plated with Sterling means 
durability with low replacement — 
things to think of in these days of 
rising prices. When you can obtain 
this superb quality at such reasonable 
cost, we believe it is worthy of your 
serious consideration. Inquire today 
to find how wise and economical it 
is to add DEBS Fine Silver to YOUR 


institution. 


HOSPITAL SUPPLIES, Inc. 


118 South Clinton Street e Chicago 6, Illinois 


HOSPITALS 





